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It is common knowledge that many people are unable to 
eat shell-fish, oysters, lobsters, etc., without more or less 
serious symptoms resulting—an urticarial rash, sometimes 
yomiting and diarrhoea. Mushrooms, and even straw- 
berries, are also known to produce similar upsets in 
certain cases, but it is much less well known that a great 
many foods—and the quite common, everyday foods, too 
—may produce widely varying, and more or less serious, 
illnesses in susceptible people. Further, the number of 
food-sensitive people in the general population is prob- 
ably much larger than has hitherto been commonly sus- 
pected. This special sensitivity or idiosyncrasy to foods 
which is peculiar to certain people is known as “‘ food 
allergy.”’ 

The term ‘‘ allergy ’’ was coined by von Pirquet in 
1906 to indicate an altered reaction or abnormal response. 
He was then dealing with tuberculin. Later the term 
came to be applied to the hypersensitiveness in certain 
people which resulted in hay fever and asthma, and 
eventually it was applied to the condition underlying 
idiosyncrasies to foeds. The proteins of foods are gener- 
ally held responsible for allergic reactions in susceptible 
people, but there is some evidence that non-nitrogenous 
substances may possibly be responsible also. 

Of course other forms of allergy besides food allergy 
exist. The inhalant type, for example, where the exciting 
agent gets into the body by inhalation, is a common 
cause of bronchial asthma—feathers in pillows, horse- 
hair, house dust, etc. Even the common face powder, 
so freely used by women, is often the unsuspected cause 
of asthma on account of its contained orris root. Hay 
fever and spasmodic rhinorrhoea may result from inhaling 
pollen and other allergic substances. In susceptible people 
skin reactions—for example, contact dermatitis or urticaria 
and angioneurotic oedema—may result from mere contact 
with a particular substance, such as a flower, or, as in 
a recent case, the bulb of a tulip. 

But there is no real difference between the various 
forms of allergy. Fundamentally they are all manifesta- 
tions of one abnormal condition. The chief manifesta- 
tions of the inhalant and contact types occur in those 
tissues with which the allergic substances—or allergens, 
as they are called—come into more or less definite and 
direct contact, whereas food allergy may produce localized 
symptoms in any tissue or part of the body. Hence all 
sorts of symptoms may be met with, puzzling to the 


*An address delivered to the Cardiff Division of the British 
Medical Association on February 27th, 1936, 


general practitioner, and often leading into the hands of 
the surgeon, the specialist, or consulting physician. 

The reactions in the tissues responsible for allergic 
symptoms are possibly of two types. One is probably a 
vascular disturbance—increased capillary permeability, 
giving rise to conditions like urticaria, angioneurotic 
oedema, pain and swelling of joints, hay fever, and some 
cases of purpura. The other is spasm of smooth or in- 
voluntary muscle, examples of which are seen in bronchial 
asthma, vascular spasm, gastric and intestinal spasms, 
and bladder irritability. And there is little doubt that 
the two types may occur together—localized spasm and 
oedematous thickening of a portion of gut is occasionally 
seen by surgeons. 


Symptomatology 

Symptoms resulting from allergic reactions may be mild 
or severe, and either of acute, sudden onset—within a 
few minutes—or delayed fifteen to thirty minutes, a few 
hours, or even one or two days, occasionally longer. In 
severe reactions the patient is obviously and perhaps 
urgently ill, demanding immediate attention, but the mild 
reactions, much more common than the severe, often give 
rise to frequently recurring illnesses or chronic ill-health 
the true nature of which may be difficult to recognize 
because the underlying cause is so often overlooked. 

Allergic reactions from food usually result from their 
ingestion by sensitive people, but occasionally the mere 
handling of food suffices, as in the eczema or asthma 
from handling flour. 


Bronchial asthma (from bronchial spasm) is one of 
the commonest manifestations of allergy, the causative 
allergens probably in most cases gaining entrance to the 
respiratory tract by inhalation. But there are other 
cases where ingested foods are responsible for the attacks, 
and occasionally more than one factor is at work—for 
example, foods and inhalants. A few cases are sensitive 
to drugs like aspirin, etc. Possibly a majority of 
asthmatics are sensitive to more than one substance. 
Almost any food may cause asthma, and in young children 
food allergy is an especially frequent cause, but in the 
adult it is a comparatively infrequent one. 


Gastro-intestinal symptoms are also among the com- 
monest manifestations of food allergy and very liable to 
misinterpretation unless one constantly keeps the condi- 
tion in mind. Surgical operations on such cases are not 
altogether uncommon, and, of course, afford the patient 
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both. Acute or chronic, mild or severe, they may 
simulate those of gastric or duodenal ulcer, acute or 
chronic appendicitis or cholecystitis, carcinoma of the 
stomach or bowel, intestinal obstruction, spastic colon, 
and mucous colitis. Many cases appear as simple indi- 
gestion, acute or chronic, flatulence, belching of wind, 
abdominal discomfort, constipation from intestinal spasm, 
colicky spasm, or diarrhoea from hyperperistalsis of the 
intestine, and vomiting from pyloric spasm with associated 
hyperperistalsis of the stomach. Pain in the lower abdo- 
men accompanied by painful micturition may simulate 
bladder trouble, and rectal spasm and tenesmus may 
simulate a local lesion or possibly a tabetic crisis. Very 
mild allergic reactions to different foods may produce 
many slight but recurring or persistent abdominal symp- 
toms the true nature of which may be quite overlooked 
because of their mildness. 

In the skin allergic reactions from the ingestion of food 
may appear as recurring attacks of urticaria, certain forms 
of eczema and angioneurotic oedema, and occasionally 
pruritus, local or general, without any obvious lesion. 
Eczema and urticarial rashes in young children are 
frequently due to food allergy. 

In the nervous system allergic reactions take the form 
of localized oedema and arterial spasm, and may _ be 
responsible for a variety of nervous disturbances depend- 
ing upon their localization. Even more general distur- 
bances of cerebral function may occur. Migraine is one 
of the commonest results of food allergy. Attacks may 
be frequent, mild or severe, with some of the manifesta- 
tions or complete with all the classical signs—hemicrania, 
visual disturbances, sickness, and vomiting. Recurring 
headaches, more or less severe but not typically migrain- 
ous, are also not uncommon in cases of food allergy. 
Occasionally the headaches, sickness, and vomiting are so 
distressing and persistent as to simulate an intracranial 
tumour. Trigeminal neuralgia is occasionally due to food 
allergy, and may be so unbearable and resistant to ordin- 
ary medicinal remedies that surgical treatment is resorted 
to because the underlying cause is unsuspected. Recurring 
and attacks of giddiness simulating Méniére’s 
syndrome have been recorded due to food allergy. There 
is some evidence which suggests the possibility of a few 
cases of epilepsy being due to food sensitivity. 

In the genito-urinary tract bladder irritability, with or 
without pain and frequency of micturition, is occasionally 
and a few of dysmenorrhoea have been 
observed. 
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Allergic Inheritance 

Much can be said for a hereditary factor in allergy. 
The specific sensitivity is possibly not inherited, but the 
tendency to become sensitive is transmitted from one 
another. In other words, it is not the 
asthma, which is inherited, but the 
allergic diathesis or constitutional make-up which is prone 
to sensitization. It not follow that 
descendants will suffer from the same type of allergic 
manifestation as A person with such 
an inheritance may become sensitive to any allergic agent 
with which he comes into adequate contact. There is no 
doubt about the familial predisposition to allergy, and if 
the not symptoms the 
evidence of inheritance may be found in the grandparents, 
aunts, The inherited tendency to 
become sensitive may show itself at any time from birth 
up to many years. 
food allergy may be 
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parents do show any allergic 


uncles, or cousins. 
It would seem possible, however, that 
acquired at any time during life 
from the excessive consumption of some particular food 
or the intermittent eating of some unusual food, such as 
mushrooms or strawberries. 
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Varying Manifestations 

All foods to which a patient may be sensitive do not 
of necessity produce the same manifestations. One may 
cause gastro-intestinal symptoms, another eczema, and 
another asthma. On the other hand, sometimes one food 
will produce more than one manifestation at the same 
time—for example, we often mect with gastro-intestina} 
also. suffering from migraine. A characteristic 
feature of food allergy, too, is the tendency for one 
manifestation to be replaced by another in course of time - 
thus a young child with eczema may outgrow the Pa, 
tion, as it were, then suffer from asthma during the 
school years, and later in adult life exhibit gastro-intestinal 
symptoms. Another feature is for periods of sensitivity 
to be separated by periods of diminished sensitivity when 
the patient is comparatively well and free from attacks. 
But such is not always the case. In some the condition 
gradually becomes almost continuous, in others the ten- 
dency disappears altogether in course of time. 


cases 


Diagnosis of Food Allergy 

Skin testing by the scratch or intracutaneous introduc- 
tion of specially prepared extracts of foods is being used 
for the discovery of sensitization. A positive reaction 
appears as an urticarial wheal surrounded by an erythe- 
matous zone. A doubtful, but suspicious, reaction may 
show an erythema only. If such tests were infallible they 
would afford an easy and rapid method of diagnosing 
food allergy, but unfortunately in our present state of 
knowledge they are not. Skin tests may be positive and 
yet have no clinical significance, and im other cases they 
may be negative although the patient is definitely sensi- 
tive clinically and suffering accordingly. 

In alimentary cases fractional gastric analysis is of little 
help, for the results are inconsistent, some showing little 
or no free HCl, others hyperacidity, and others being 
normal. During the digestion of a food to which a 
patient is sensitive the total leucocyte count in the blood 
falls in a majority of the cases ; this has been called the 
‘“Jeucopenic index.’’ Radiology is also of little positive 
help. Pyloric spasm with hyperperistalsis of the stomach 
may be seen in some cases, in others localized spasm or 
hyperperistalsis in the intestine. 

Such laboratory methods, however, are not essential for 
the diagnosis of food allergy. An accurate case history 
is all that is required. Such a history is of the greatest 
importance, but much skill, care, and patience is often 
required to bring the facts out in their true light. When 
dealing with a case of food allergy one has to be as much 
detective as doctor. Sometimes the patient himself will 
suspect certain foods which seem to disagree with him, 
and he may be right—especially in acute and occasional 
attacks—but often he is wrong. He may suspect and 
avoid the wrong articles, with no relief to his symptoms, 
and so come to believe there is some serious pathological 
condition responsible for his ill-health. He may have 
definite dislikes for certain articles. Sometimes a patient 
may be very mildly sensitive to more foods than one, 
and a combination of them will produce symptoms where 
one alone is insufficient for any appreciable effect to 
result. 

Careful inquiry into each attack is essential, all varieties 
of foods taken at every meal condiments, and 
beverages included) being considered and their relation 
to attacks or the noted. Under 
certain circumstances it may help if the patient keeps a 
diary of every article he consumes and notes the occut- 
rence or exacerbation of symptoms. In this way it may 
be found that symptoms always follow some particular 
food or combination of food. 
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The very greatest help in diagnosis can be obtained 
from questioning and cross-questioning into the previous 
ersonal health and family history of the patient for 
evidence of the allergic diathesis. The patient at present 
suffering from one allergic manifestation may give a 
history of other varieties affecting him in the past. His 
previous history may be negative, but on going into his 
family history allergy may be discovered in various forms 
in his parents, brothers, or sisters, other relatives, or in 
his own children. In suspected cases I always inquire for 
a personal or family history of headaches, and, if obtained, 
I then proceed to elicit whether they were ‘‘ sick head- 
aches,” with some or all of the characteristics of migraine. 
Asthma, or ‘‘ chest trouble '’ which might be asthmatic, is 
next sought for in the same way. A previous or family 
history of eczema, nettlevash, hay fever, or gastro-intestinal 
trouble is always carefully inquired after. I have found a 
detailed consideration of the previous health and family 
history of the patient of the greatest assistance in putting 
me on the track of allergy. 

When diagnosing food allergy, of course, other patho- 
logical conditions must be ruled out, and this may entail 
an investigation of the case from all aspects—clinical, 
jaboratory, and radiological. Food allergy may coexist 
with some other pathological lesion, and then great diffi- 
culty may be experienced in the diagnosis and the treat- 
ment. Once food allergy has been diagnosed as the cause 
of the symptoms then the diagnosis has to stand the 
therapeutic test. 


Treatment 


Treatment resolves itself mainly into careful exclusion 
of the food or foods responsible for the symptoms. Special 
care must be taken with ‘‘ made-up’’ dishes and sauces, 
lest they contain some of the offending article, for it is 
surprising what minute traces of a food may set up a 
reaction in a susceptible individual. In some cases pro- 
longed exclusion of the food (perhaps for some years) leads 
to desensitization, and the patient can eventually resume 
taking the food—beginning with small quantities. With 
important foods an attempt may be made to desensitize 
the patient by feeding with slowly increasing quantities, 
beginning with minute traces of the diluted article, over 


_a period of several months. Less important foods may 


simply be omitted altogether. 

Adrenaline, 5 to 15 minims of the 1 in 1,000 adrenaline 
chloride solution, hypodermically or intramuscularly, given 
at once and repeated every three to four hours, if neces- 
sary, often relieves the urticaria, angioneurotic oedema, 
“serum rash,’’ and asthma of allergy. Sometimes the 
other allergic manifestations may be relieved by full doses 
also, and, in some cases, this may relieve the pain better 
than morphine. 

The main therapeutic problem, of course, is to discover 
the offending article or articles of diet. Once that has 
been found the cure is fairly easy. If the patient knows 
that a certain food upsets him he should avoid it in every 
shape or form, but usually he is unaware that he is food- 
sensitive or he blames the wrong article. The doctor has 
then to find out for himself. A food diary may help, but 
probably the most satisfactory way is by a trial diet. 
Rowe! has a series of five trial diets, each differing from 
the others so far as possible and containing foods which 
only rarely produce allergic reactions. Each diet is tried 
in turn until one is found which does not produce symp- 
toms. Using this as a basic diet new foods are added 
every three or four days, and any food giving rise to 
symptoms is then permanently excluded, until eventually 
the patient knows what he must avoid. 

It is surprising, but true, that the foods most frequently 
causing allergic reactions are the common, everyday ones 


1 Journ. Amer. Med. Assoc., 1928, xci, 1623. 


—eggs, milk, wheat, and potatoes. Rowe, who has 
studied the question extensively, finds that next in fre- 
quency come chocolate, cabbage, tomatoes, oranges, 
cauliflower, strawberries, bananas, walnuts, carrots, and 
pork. Among those least likely to cause trouble are 
poultry, turnips, peas, beans, prunes, honey, beetroot, 
radishes, asparagus, mushrooms, plums, pepper, vinegar, 
and tea. Intermediate in frequency are salmon, oysters, 
lobsters, crabs, shrimps, rice, lettuce, celery, peaches, 
grapes, cherries, raisins, figs, lemons, almonds, beef, 
lamb, mustard, and coffee. There are many others. 

In dealing with all cases of food allergy we use, following 
the suggestions of some American writers, one special 
trial diet consisting of foods less likely to produce allergic 
symptoms, but sufficiently palatable. It is an egg-, milk-, 
wheat-, and potato-free diet, because these foods, which 
are known to be the most frequent causes of allergy, 
are excluded. Here it is: 

Breakfast.—Rye bread, thinly buttered and covered with 
treacle or golden syrup. Grape fruit or oranges. Tea 
with a little condensed or well-boiled milk. 

11 a.m.—Oxo or bovril, with rye bread if required. 

Dinnery,—Soup (only clear soup, Scotch broth, or chicken 
broth). Chicken (no s g) or boiled fish. Swedes, 
turnips, carrots, cabbage. Fruit jellies, steamed rice, 
or any preserved fruit. Rye bread and butter, if 


required. Tea, with a little condensed or well-boiled 
milk. 


fea.—Kye bread, thinly buttered and covered with treacle 
or golden syrup. Any preserved fruit, tomato, 
lettuce. Tea, with a little condensed or well-boiled 
milk. 


Supper.—Oxo, bovril, or tea, with rye bread if required. 


Patients are put on this diet as soon as diagnosed. All 
symptoms may disappear immediately or pass off more 
gradually, taking up to a fortnight to do so—in a few 
cases longer. Occasionally one of the articles in this 
basic diet disagrees with the patient—for example, tea, 
bovril, or cabbage—and has to be excluded. 

Once the patient has been free from symptoms for 
several days the diet is built up by adding new foods 
every three to four days until each offending article is 
discovered. It is then permanently excluded. We always 
begin by adding in turn one of the staple foods—egg, 
milk, wheat, or potato—for they are the most likely 
offenders. Thereafter we proceed to try other foods. 
Eventually the patient knows what he dare not take, 
and it is up to him to avoid it in every shape or form. 
It is not always easy to do so, for many foods are dis- 
guised, mixed in various ways, and served up with un- 
known dressings. It is sometimes surprising when, after 
much searching, it is discovered that an inoffensive glass 
of beer or other beverage is at the bottom of all the 
patient’s trouble. 


Illustrative Cases 
1.—‘‘ TRIGEMINAL NEURALGIA.’ ALLERGY: MILK 


Marine fireman, aged 24. Severe attacks of right-sided 
‘“‘ trigeminal neuralgia ’’ of seven years’ duration. Powders, 
to a certain extent, relieved the first attack. Two months 
later some kind of electrical treatment was given to the 
nerve daily for a week. Thereafter felt better for about two 
years. Attacks then recurred more severe and more per- 
sistent until obliged to enter hospital and have nerve injected. 
This relieved pain for ten months, although dull numb feeling 
persisted in right fronto-parietal region ; thereafter attacks 
recurred as bad as ever. 

On coming under observation he was closely questioned as 
to the exact nature of the neuralgic pain and any associated 
disturbances. The pain, starting as a dull ache in the right 
temple, extended over the right eyebrow, and, quickly in- 
creasing in severity—although not like the pain of ‘‘ tooth- 
ache ’’—it never extended beyond the right fronto-parietal 
region. At the onset there was giddiness, and visual disturb- 
ances occurred in the right eye; right half of visual field became 
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** misty,’’ so that patient could not see anything on that side, 
a black line seeming to separate the right from the left half 
of the visual field, but he never saw ‘‘ sparks ’’ or flashes of 
light. Fifteen minutes later an attack of vomiting relieved 
the symptoms, and in six or eight hours, as a rule, he had 
completely recovered. 

It was thus obvious that he was suffering from typical 
severe migraine. Further inquiry revealed nothing allergic 
in his personal history, but his mother suffered from 
‘* bilious headaches ’’—headaches, sickness, and vomiting. 

He was therefore put on the special egg-, milk-, wheat-, 
and potato-free diet, and within five days the headache and 
pain, which had been very severe, had completely gone. A 
week later dietary increase was begun: potatoes, white bread, 
and eggs were then added in turn, in this order, but no ill- 
effects resulted. -Milk was next given, with the result that 
severe right supra-orbital pain and right-sided headache set 
in the same evening and continued next day. Milk was 
thereupon stopped, and three days later all symptoms had 
completely disappeared again. 

When it was pointed out to the patient that milk was the 
cause of his suffering, he volunteered the information that his 
“neuralgia ’’ was always very much better, and frequently 
quite gone, when he was at sea, and always very severe when 
ashore. He now thought this might be due to the fact that 
while at sea he took condensed milk, but when ashore he had 
fresh milk. He was probably right. His diet was further 
increased to a normal ordinary diet, but without milk, and 
he remained well. He could take condensed milk in his tea. 


CasE 2.—ASTHMA. ALLERGY: EGGS, POTATOES 


Housewife, aged 538. Chronic dyspnoea with typical 
nocturnal asthma for seven years. Recently orthopnoeic, and 
attacks very much worse. Tried all sorts of asthma inhala- 
tion cures and “injections ’’ from her doctor, with only 
temporary relief. 

On inquiry it was discovered she had suffered for many 
years from typical attacks of migraine, with all the classical 
features except vomiting, and that such attacks were always 
followed by attacks of asthma. Of her nine children one 
suffered from ‘‘ severe sick headaches.’’ 

On the special egg-, milk-, wheat-, and potato-free diet she 
quickly got well. After eight days she was given an egg, and 
within two to three hours developed a severe attack of 
migraine, which was stopped by the hypodermic injection of 
7 minims of adrenaline. No more eggs were given. White 
bread was next given, and two days later milk, but no symp- 
toms resulted. Four days later potatoes were added to the 
diet, and on the following day she developed a severe attack 
of migraine, which was relieved by adrenaline. She was then 
given an ordinary full diet without eggs and potatoes, and 
remained free from symptoms. 

Patient was in hospital just under four weeks, and had had 
no asthma from the time the special diet was _ started. 
Probably she would have developed attacks following the 
migraine, but the adrenaline given for the migraine probably 
warded off the asthmatic attacks. She left hospital very well, 
stating she had never felt better for years. She was told to 
avoid eggs and potatoes in any shape or form. 


CasE 8.—EczeMA AND GASTRIC DyspPEPsIA. ALLERGY: 
Waeat, 


Masseuse, aged 28. Dry, scaly eczema of face for six 
months. For eighteen months had also suffered from ‘‘ indi- 
gestion ’’—epigastric pain and fullness after meals, but no 
vomiting. More concerned about the facial eczema than the 
stomach trouble. Thought that potatoes, pastries, apples, 
parsnips, mincemeat, and cheese brought on the epigastric 
pain, and so she avoided them with, she thought, some 
relief. 

A sister suffered from some sort of arthritis, but no other 
allergic history discovered. 

On examination nothing abnormal found in abdomen. 

On the special egg-, milk-, wheat-, and potato-free diet 
patient quickly got well, and by additions to the diet in the 
usual way it was found, within a fortnight, that she could 
eat everything except ordinary bread (wheat) and milk. 
Each caused abdominal pain and reappearance of the facial 
eczema. She had blamed the wrong foods for her trouble. 


Case 4.—EczemMa. ALLERGY: CHOCOLATE 


Domestic, aged 23. Recurring dry eczema—itchy Patch 
—under arms, in front of elbows and wrists, inside of thi 
and on back of neck. Otherwise bright and healthy, but 
much concerned about her disability. 

Put on the special diet, and within a fortnight eczema com- 
pletely gone, the first time for two and a half years, Some 
days later eczema recurred on front of arm and back of neck 
Strict inquiry revealed that she had stuck to her diet but haq 
eaten some chocolate. Warned not to do so again. Her skin 
got quite well, and dietary increase started. Remained quite 
well and able to take all foods. A piece of chocolate Was 
then given as a trial, with the result that a patch of eczema 
reappeared. Told to avoid chocolate in future in any shape 
or form. 

Case 5.—Eczema. ALLERGY: EGGs, MILK, Poratogs, 
GOOSEBERRIES 


Woman, aged 64. Severe and widespread eczema of twelve 
months’ duration. rusting, with underlying suppuration, 
over whole scalp—hair had been completely removeq— 
spreading down back of neck and around ears. Weepi 
erythema of eyelids, margins of mouth, axillae, under and 
between breasts, around umbilicus, pubis, and groins, and in 
flexures of elbows. Consulted a specialist in this country and 
another abroad, with little benefit. Had all teeth extracted. 
Cut out various articles from her diet with no effect. 

On inquiry it was discovered that a year before eczema 
started she was confined to bed with “‘ tightness and wheez- 
ing ’’ in chest, and a similar attack occurred just before onset 
of eczema. During the two preceding winters she frequently 
suffered from paroxysmal attacks of sneezing, with running at 
eyes and nose. No other allergic history. 

On the special diet condition steadily cleared up. Lassar’s 
paste, with some coal tar, was applied to the more resistant 
patches. Within two months she was completely free from 
eczema, and celebrated her recovery by partaking of some 
“* trifle.’” Cutaneous irritation occurred the same night, and 
next morning scalp and axillae were red, and a weeping 
erythema appeared behind the ears and under breasts. A 
week later it had all gone, and a ‘‘ try-out’’ of diet was 
undertaken. As a result it was discovered that ske could 
take a full ordinary diet, with the exception of eggs, milk, 
and potatoes, each of which caused an outbreak of the eczema. 

She reported eleven months later quite well. In that period 
she had tried an egg once, and milk in her tea another time, 
with a return of the eczema on each occasion. She had also 
found that gooseberries brought it back. She had originally 
cut out the wrong things from her diet. 


CasE 6.—GasTRIc. ALLERGY: EacGs 

Clergyman, aged 35. Epigastric pain and vomiting half 
an hour after food for four and a half years. Attacks lasted 
two to three weeks at a time, with free intervals, which 
became shorter and shorter. Attacks steadily increased in 
severity. Just before coming under observation he had an 
attack of acute general abdominal pain lasting two weeks, 
during first ten days of which he vomited everything given. 
On inquiry: history of occasional attacks of asthma and “ sick 
headaches.’’ No allergic family history. On examination: 
marked tenderness in epigastrium ; no rigidity. 

On the special diet the abdominal pain disappeared imme- 
Hiately ; he vomited once on first and third days after its 
commencement, but not again until tenth day, when egg 
was tried. Eggs were excluded and diet increase proceeded 
with. He remained quite well, and eventually could take 
full ordinary diet, with exception of eggs. 

POTATOES 


CasE 7.—GasTRIc. ALLERGY: EGGs, 


Dressmaker, aged 28. Attacks of abdominal pain, fre- 
quently accompanied by vomiting half an hour after food. 
Ten years’ duration. General health deteriorated so much 
in consequence that she had been unable to work for five 
years. Sent to hospital with diagnosis of subacute appen- 
dicitis. Examination revealed no abdominal tenderness. Ques- 
tioning elicited history of typical recurring attacks of migraine 
since age of 11 years ; mother had suffered from ‘‘ sick head- 
aches ’’ for years. Patient had noticed that abdominal pain 
came on particularly after taking eggs or potatoes. 
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On the special diet all symptoms quickly cleare d up ; then 
ing the diet in usual way patient was found to be 
and to potatoes. She was able to take full 
long as eggs and potatoes were excluded. 


on increas 
allergic to 
ordinary diet so ; 
She had suspected the right articles. 


CASE §.—ABDOMINAL PaIN AND VOMITING. ALLERGY: MILK 

Tailoress, aged 36. Abdominal pain and fullness after food 
for five years, frequently associated with vomiting during 
the last two years. Questioning revealed patient had suffered 
much from frequent attacks ot migraine since 14 vears of age. 
On examination: generalized abdominal tenderness, espe- 
cially in epigastrium and over descending colon ; no rigidity. 

On-the special diet patient quickly got well. As soon as 
milk was. added abdominal pain recurred and she had an attack 
of migraine. Excluding milk, the diet was gradually increased 
to full ordinary diet, and she remained quite well. Patient 
had previously blamed many foods wrongly, but never sus- 
pected milk. 


CasE 9.—ABDOMINAL PAIN, VOMITING, AND DIARRHOEA. 
ALLERGY: MILK, FISH 

Sea-going engineer, aged 33. Abdominal pain, vomiting, 
diarrhoea of ten weeks’ duration. Came on suddenly, while 
at sea, shortly after a meal of fish, and thought to be due to 
* poisoning ’’ from fish. Acute and severe at onset, producing 
collapse. Treated with bismuth and arrived home four weeks 
later. Diarrhoea had then stopped but vomiting after meals 
persisted, and abdominal pain, although very much diminished, 
was still present. With these symptoms he came into hospital 
here. He had lost 2 st. in weight in the ten weeks’ iilness. 
Some tenderness was elicited on deep palpation in epigastrium 
only. He was given a fluid milk diet and a bismuth mixture 
with dilute hydrocyanic acid. As the vomiting continued as 
bad as ever, despite this treatment, it was thought the condi- 
tion might be allergic and so he was put on the special diet. 
Rapid improvement resulted. On increasing the diet it was 
found that he was sensitive to eggs, milk, and fish (cod), each 
making him ill. He was able to take a full ordinary diet 
with these articles excluded, and left hospital very well. 


Case 10.—GASTRO-INTESTINAL. ALLERGY: WHEAT, EGGs, 
Bacon, GREEN VEGETABLES 


Tin-worker, aged 35. Attacks of abdominal pain and diar- 
thoea, with occasional vomiting, over a period of six years. 
Had his appendix removed when in an attack a year after 
onset. Fairly well when convalescing for next three months, 
but thereafter symptoms recurred, got more severe until thev 
resembled those of duodenal ulcer. After six vears’ suffering 
he came under observation, and as the condition rather 
resembled duodenal ulcer he was put on a diet of milk, milk 
foods, and eggs, with the result that he vomited worse than 
ever. He then confessed that he had never been able to take 
eggs without feeling sick. The whole history was then gone 
into from the allergic point of view. 

When at school: frequent right-sided headaches’ with 
occasionally severe abdominal pain and diarrhoea. Came on 
especially after pork—even gravy from pork. After leaving 
school these attacks developed into typical migraine, which 
he still gets every three to four weeks. As a boy he was 
particularly fond of eggs, taking them freely without ill 
eflect, but at the age of 14 years he had to stop taking them 
as they set up epigastric pain and occasionally vomiting. 
At this age also he found bacon causing the same symptoms 
or diarrhoea. At age of 29 cabbage began giving him abdo- 
minal pain. 

His family history was very interesting. Mother: typical 
Migraine for years. Vomits ‘ at the sight of an egg.’’ (She 
actually did so in the hospital ward.) Brother: ‘‘ stomach 
trouble ’’ since a baby. One sister: ‘‘ bilious headaches ’ 
for years. Another sister: has had eczema and severe one- 
sided headaches. Uncle (mother’s side): suffers from severe 
typical migraine. Cousin (mother’s side): suffers from 
Migraine. Daughter of patient, aged 2 years, suffers from 
eczema and enuresis. Another daughter, aged 8 years, suffers 
from migraine. Son, aged 5 years, suffers from enuresis. 

Patient was therefore given the special diet, and within 
a week all his symptoms had completely gone. Diet was 


well after five weeks’ residence. He was found to be sensi- 
tive to wheat (white bread), eggs, bacon, cabbage, and other 
green vegetables. 


Case 11.—Gastric. ALLERGY: WHEAT, BEEF 


Widow, aged 58. Stomach trouble—attacks of epigastric 
pain and vomiting after food for thirty years. Treated 
medically when aged 31 years. Five years iater admitted to 
surgical ward with same symptoms, but a suggestion of 
haematemesis. Abdomen opened: no ulcer or growth found ; 
a kinked appendix was removed. Four years after this re- 
admitted to surgical wards with same symptoms, but treated 
medically. After a further seven years’ suffering again 
admitted to surgical ward, abdomen opened, but only a few 
adhesions found near stomach and uterus. There was no 
ulcer. Eleven years later (1934) in surgical ward for same 
symptoms—abdominal pain and generalized tenderness and 
vomiting. Transferred to medical. ward. In reply to direct 
questions patient stated that she had suffered from head- 
aches, very often and very severe, and frequently associated 
with dizziness, ‘‘ black spots ’’’ in front of eyes, and vomit- 
ing, ever since she was a young girl. She had had eczema in 
childhood. Her mother suffered from similar migraine, and 
two of her three sons suffer from severe headaches. She 
thought potatoes made her worse. (She was mistaken, as 
proved later.) 

When put on the special diet all her symptoms improved, 
but it took six weeks before she was completely symptomless. 
On increasing the diet she was found to be sensitive to wheat 
and beef, but otherwise could eat everything and be quite 
well. 


Case 12.—GastTric ULCER AND Foop ALLERGY. ALLERGY: 
Miik, Potatoes, MEAT ExTRActTs 


Married woman, aged 45. Gastric trouble since age of 
16 years. Said to have had haematemesis at onset, and 
again a year later. Treated medically, but suffered pain and 
discomfort after food ever since, sometimes better, other times 
worse. At age of 44 attacks of epigastric pain became much 
worse, and were accompanied by vomiting until, a year later, 
she was almost continually sick, and pain in epigastrium was 
severe. Consulted a surgeon, who opened her abdomen, 
found a gastric ulcer near the pylorus, did a gastro-jejuno- 
stomy, cholecystectomy, and appendicectomy. She was no 
better after the operation. Continued to vomit almost every 
day. Usual post-operative dietary of no avail; became so 
bad that even teaspoonful doses of milk and sips of bovril 
were, within a short time, vomited. X-ray examination 
showed jejunostomy working well, so ruling out obstruction. 

When consulted four months after the operation the striking 
and suggestive feature was the fact that merely a teaspoonful 
of milk only was enough to cause vomiting. She was thia 
and tired, but the abdomen was not tender. On cross- 
questioning her she admitted she had always suffered much 
from headaches, but she ascribed these to her eyesight—she 
wore glasses; her son has had a “ skin eruption ’’ on his 
face, and her sister suffers periodically from attacks of 
asthma, 

She was therefore put on the special diet. Took it without 
symptoms on first day until evening, when she had some 
burning epigastric pain, felt sick, but did not vomit. She 
herself ascribed this to the bovril, which she said ‘‘ turned 
her stomach.’’ Bovril was therefore cut out and diet con- 
tinued. Remained very well, free from all symptoms, and 
at end of eight days she was able to take chicken, 
mutton, cabbage, carrots, lettuce, tomatoes, rice (without 
milk), preserved fruit, tea (without milk), rye bread, and 
butter. Eggs, bacon, and beef were next added to diet in 
turn with no ill effect. Potatoes given next; with immediate 
onset of epigastric pain and nausea lasting several hours. 
Potatoes stopped, and after three days a cup of milk given ; 
felt sick immediately afterwards, and vomited one hour and 
twenty minutes later. Four days later ordinary (wheat) 
bread given ; headache and epigastric pain occurred at once, 
and vomiting later. No more wheat bread given and she 
remained Well. Returned to her home, 10 1b. heavier, six 
weeks after commencing special dietary treatment, able to 
eat all ordinary foodstuffs except milk, wheat bread, potatoes, 
and meat extracts such as bovril. She reported progress some 


then built up in the usual way and he left hospital very 


time later, and stated she had discovered that eggs were 
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disagreeing with her, so she had stopped them. Otherwise 
she was quite free from all symptoms. 

So this is a case of gastric ulcer occurring in a patient 
suffering from food allergy which was causing chronic sick- 
ness, vomiting, and epigastric pain. 

The subject of food allergy, a large one with wide 
clinical ramifications, is very interesting and very fasci- 
nating to the physician, for it sharpens his clinical 
acumen. The cases often crop up when one least expects 
them. Bread is the ‘‘ staff of life ''—but it depends on 
the kind of bread. And the widespread drinking of milk 
by school children and others may yet have to be con- 
sidered in the light of food allergy. 
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The variety of treatments which are stated to be success- 
ful in cases of asthma, coupled with the number of 
asthmatic patients still to be encountered, is a sure indica- 
tion that the true nature of the condition is yet very 
imperfectly understood. In the strict sense spasmodic 
asthma should not be regarded as a disease, but rather as 
a symptom, in much the same way as cough, headache, 
and abdominal pain are symptoms. There are usually 
many, entirely different, possible causes for any major 
symptom, and it is customary to seek the cause of the 
condition before treatment of the symptom is considered. 
In the case of asthma, however, the condition is commonly 
labelled a disease, and a standard routine of treatment is 
usually adopted, with the result that many series of cases 
are recorded to illustrate the results of certain lines of 
therapy, without, in the majority of cases, any clear 
indication as to the cause of the condition so treated. 

Thus the allergist reports series of cases treated by 
injections of a certain composition ; the rhinologist writes 
enthusiastically on the results of cauterization of the 
nasal septum ; and the psychologist claims achievements 
from the exercise of his particular art. None of these 
results can be held to be particularly satisfactory, and the 
vast number of sufferers from chronic asthma is a clear 
indication of the failure of treatment in a large percentage 
of cases. The purpose of this paper is to try to advance 
a reason for this failure, and to indicate a line of approach 
by which, it is hoped, the results of treatment can be 
improved. No originality is claimed for any observations 
recorded here, but a method of study of the patient its 
presented which has been found useful in a considerable 
group of cases. 


A Classification of Stimuli 


Our conception of the essential nature of the condition 
is still very imperfect, but it is convenient to regard 
asthma as the result of an abnormality of the respiratory 
centre. The asthmatic attack is thought to result from 
a stimulus which excites a specific response in the centre, 
and until some means of correcting this essential abnor- 
mality is discovered it will be impossible confidently to 
claim a cure of asthma in any case. 

The stimuli the 
asthma, may into six groups. This 
classification is probably by no means complete, vet it 
forms a working basis for the study of It must 
be clearly realized that in any given case there may be 
more than one factor involved, so that each patient must 
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be overhauled completely before treatment is advised 
Further, it is not always certain that the factor which is 
most obvious is the one primarily responsible for the 
initiation of the actual attacks. The principal factors 
concerned in the production of attacks of asthma are 
found to be: (1) allergic, (2) nasal, (3) broncho-pulmonary 
(4) alimentary, (5) endocrine, and (6) psychological, ‘ 


Allergy 

The importance of the allergic factor has probably 
been unduly stressed. The demonstration of an allergic 
tendency may be very striking, and it is admittedly 
important in that it indicates an underlying asthmatic 
tendency ; yet it is common knowledge that patients who 
are markedly sensitive to a given protein fail to develop 
attacks on many occasions when they are in contact 
with the offending substance. It is very tempting on 
finding that a patient is sensitive to feathers to assume 
that the case. has been fully elucidated, but it is wel 
known that many “ feather-sensitive ’’ subjects do not 
have attacks on every occasion upon which they come 
in contact with feathers, and that the results of removal 
of the offending protein are by no means always followed 
by a complete cessation of attacks. This point, which 
must be of fundamental. importance in the consideration 
of the nature of asthma, may be illustrated by a brief 
reference to the following two cases. 

Case 1.—The patient, a male aged 23, was seen in May, 
1932, and was found to be suffering from aortic regurgitation, 
thought to be rheumatic in origin, and a very severe scoliosis, 
In September, 1933, he developed nasal catarrh, which was 
followed by a severe attack of spasmodic asthma, and he 
continued to have attacks of asthma at odd intervals. On 
examination in February, 1934, it was found that he was 
sensitive to cat hair. The patient had frequently been in 
contact with cats throughout his life, but had not developed 
any bronchial spasm until the addition of the nasal factor 
precipitated the attacks. Treatment with a simple nasal 
douche relieved him almost completely. In this case two 
factors were present, and treatment of the second or pre- 
cipitating factor was successful. 

Case 2.—A female aged 20 had suffered from attacks of 
spasmodic asthma for two years. She was found to be 
feather-sensitive,’’ and the usual measures, such as the 
substitution of kapok pillows, were advised, but the attacks 
persisted. On admission to the Royal Chest Hospital the 
attacks ceased at once. In order to test the actual part 
played by “‘ feather-sensitiveness ’’ in the causation of the 
attacks her feather pillow was brought from home and she 
was allowed to sleep on it in hospital ; during the week in 
which this experiment was carried out she was entirely free 
from bronchial spasm. 

This phenomenon, which is constantly encountered by 
all who have to deal with asthmatic patients, appears 
clearly to indicate the importance of a second factor, 
usually psychological, as the precipitating cause. In very 
many cases the underlying allergic basis seems simply 
to mean that such patients will respond by an asthmatic 
attack to a stimulus which in a differently constituted 
individual might be entirely harmless, or would cause 
some entirely different symptomatic expression. 

It is not always easy to determine whether there is an 
allergic factor in any given case, but a consideration of 
the following points will generally allow a definite opinion 
to be formed. First, the previous history of the patient 
may give evidence of some condition which is accepted 
as being allergic in nature ; infantile eczema, Besnier’s 
prurigo, hay fever, and urticaria are conditions most 
definitely associated with an allergic basis. The family 
history may be significant in that multiple cases of asthma 
are commonly, although not invariably, to some extent 
allergic, and a family history of the other allergic con- 
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ditions may be noteworthy. The patient’s own history 
may be conclusive, in that 1t may be stated that asthmatic 
attacks are known to follow contact with some particular 

tein. The cutaneous protein-sensitivity tests, if posi- 
tive, are also conclusive, but negative tests may simply 
indicate that an insufficient range of protein extracts has 
been used. In addition, a high eosinophil count in the 
sputum or in the blood is very suggestive of an allergic 
factor. 

In forming an opinion due notice must be taken of the 
definite positive factors, but the allergic factor may be 
safely assumed on occasion in the absence of confirmatory 
skin tests. On the other hand, it is never safe to assume 
the absence of the allergic factor in any patient, no 
matter what the age of onset, until every proper investi- 
gation has been made. 


The Nasal Mucosa 


The nasal factor is quite properly stressed by many 
clinicians, and it is of the utmost importance in many 
cases. Routine examination may disclose the presence of 
an abnormal nasal mucous membrane, which may be 
either pale and atrophic or congested and oedematous, 
according to the stage at which the examination is made, 
or there may be demonstrable sensitive spots, usually upon 
the septum. These spots may be defined by exploring the 
septum with a probe, and upon contact a cough reflex or 
even a mild asthmatic attack may be induced. More 
gross disease, such as polyp formation or sinusitis, may 
be present. The state of the tonsils may be noted, 
although the connexion of tonsillar infection with asthma 
is much less definite than is the state of the remainder of 
the upper respiratory tract. 


The Lower Respiratory Tract 


This must be investigated in detail. There can be no 
doubt that true spasmodic asthma may result from 
bronchia! infection ; whether this be an acquired bacterial 
protein sensitization or simply the result of the infection 
is not known. A full examination of the sputum, espe- 
cially from the point of view of its bacteriology, should 
therefore be made in every case. Asthmatic attacks are 
occasionally associated with cases of pulmonary tuber- 
culosis, frequently latent in type, and sputum examina- 
tions, together with skiagrams of the chest, are necessary 
in all cases. 

Occasionally more gross disease, such as bronchiectasis, 
may be detected on clinical examination, but the state 
of the patient, the physical signs, and the quantity and 
character of the sputum will probably yield evidence of 
the presence of something more than a simple asthma. 


upon the diaphragm or of a nervous reflex acting through 
the vagus it is not necessary to consider. In many of 
these cases the fractional test meal shows an absence of 
hydrochloric acid in the gastric juice, and this investiga- 
tion should therefore form part of the complete examina- 
tion of the patient. Constipation, possibly as the cause 
of a nervous reflex, or, as some think, as the cause of 
the absorption of intestinal toxins, is another associated 
finding, and its significance from the point of view of 
causation and treatment should be appreciated. There is 
no certain evidence that disturbed function of the remain- 
ing parts of the digestive apparatus, such as the liver and 
pancreas, is directly associated with the cause of asthma, 
although it may be a contributory factor, for their 
deficient function results in dyspepsia of the types already 
mentioned. 


Endocrine Factors 


The part played by the endocrine glands hardly needs 
emphasis. The effect of adrenaline upon the actual acute 
attack is so specific that it is clear that the suprarenals 
are closely associated wtih the condition. Bronchial 
spasm is also relieved in many cases by pituitrin, a fact 
suggestive of pituitary implication. The connexion of the 
thyroid gland is not so obvious, although its close rela- 
tionship to the sympathetic nervous system is at least 
suggestive of an association. In many cases of asthma 
there is clinical evidence of hyperthyroidism in loss of 
weight, rapid pulse, and prominent eyes. In some 
instances the asthmatic state may alternate with a true 
clinical hyperthyroidism. The connexion of the gonads 
is definite, but the exact relationship is not clear. In 
women the number and severity of the attacks is fre- 
quently noted to vary with menstruation and with preg- 
nancy ; during pregnancy the asthmatic attacks often 
cease entirely. 

Unfortunately, it is usually impossible to assess the 
function of the various endocrine glands, with the excep- 
tion of the thyroid, by any means at the disposal of the 
physician, and an estimation of endocrine dysfunction 
must therefore be based as a rule upon a clinical impres- 
sion which may not always be reliable. 


The Psychological Factor 


This is perhaps the most important single factor in the 
production of asthmatic attacks, although our under- 
standing of the psychology of the asthmatic patient is 
as yet very imperfect. Nervous tension of any sort, 
worry at home or at work, anxieties, disappointments, 


| and fears of any kind all play a large part in the causation 
_ of the asthmatic state, and it is impossible to initiate any 


A lipiodol examination may therefore be necessary in | 


a certain proportion of cases, especially in those in which 
the symptoms have first appeared in adult life. In 
addition, physical examination of the chest gives informa- 
tion of value from the prognostic point of view, for the 


sema, indicate the presence or absence of organic change. 
The condition of the chest wall is also important, for 
a postural factor, which may be either primary or 
secondary, enters into the composition of many cases, 
and this may be of value from the point of view of 
treatment and prognosis. 


The Alimentary Tract 
It is common to be told that nocturnal asthma is 
aggravated by a heavy meal late at night, and there can | 
be no doubt that dyspepsia is an important factor in some 
cases. Whether this is the result of mechanical pressure 


course of treatment with any hope of success unless 
the asthmatic individual and his surroundings are fully 


understood. 
It is also of the greatest importance to recognize the 


| existence of the psychological factor in assessing the 


_ results of any line of treatment. The personality of the 


chest expansion, and, by inference, the degree of emphy- | 3 F 7 
I a, Se. oy 8 — | physician is frequently of much more therapeutic value 


| than the substance he injects or the cautery he handles, 


and this fact may be held to account, in part, for the 


_ widely different results recorded by observers using appar- 


ently similar methods of treatment. It is impossible for 
anyone to assess this factor with any degree of accuracy, 
and for this reason the published results of the various 
methods of treatment are unsafe indications of the actual 
value of those methods. The well-known therapeutic 
value of injections of distilled water in cases of this type 
is an example of the influence of the mind, and shows how 
impossible it is to ensure adequate controls in any thera- 
peutic experiment in asthma. 


advised 
for the 
factors 
ima are | 
| 
| 
| 
| 
3 
3 
| 
| 
10st 
nily 
ima 
ent 
on- 


876 May 2, 1936 


ANALYSIS OF THE ASTHMATIC PATIENT 


THE Br 
MEpicaL 


Present Analysis 


The foregoing very brief analysis of the lines on which 
the asthmatic patient may be investigated is given to 
indicate the methods that have been employed in a series 
of 150 cases in the asthma clinic of the Royal Chest 
Hospital during the past three years. The results are 
given not only to show that the factors vary greatly in 
different cases, but also to convey some idea of the multi- 
plicity of factors which may be involved in any given 
case. The age of onset of the actual asthmatic condition 
in the series of 150 cases, sixty-four males and eighty-six 
females, is shown in Table I. 


Taste I.—Age of Onset 


Number of Number of 


Years Patients Years Patients 

19-24 ... ee 49-54 ... 


The preponderance found in the earlier years of life would 
naturally be associated with the allergic factor as a rule, 
and this point will be considered subsequently. 

Analysis of the complete series showed that the various 
factors were present as follows: 


Taste IIl.—Number of Factors Present 


Number of Factors Number of Cases 


From this table it is seen that a single factor was present 
in 18 per cent. of the cases, that two factors were present 
in 42 per cent. of the cases, and that three and even four 
factors were by no means unusual. It is noteworthy 
that one case, after full analysis, failed to show any 
positive findings at all. 


TasLe IlI.—Distribution of Factors 


Factor Number of Cases 
Allergic 73 
Nasal ... 90 


It is curious to note the rather even distribution of 
the main factors which are known to be concerned 
in the production of the attacks, and this table 
illustrates the necessity of applying the tests with regard 
to all the known factors in every case. <A further 
aetiological factor may be noted at this point. Tuber- 
culosis was present in eleven of the patients showing a 
broncho-pulmonary factor, and in four of these tubercle 
bacilli were demonstrated in the sputum. In four cases 
asthmatic attacks began very shortly after the inhalation 
of chlorine gas, and in three of these this inhalation was 
accidental and not connected with the war. 

It is of interest to consider the group of twenty-eight 
cases in which a single factor only could be found. Of 
these, six were allergic, eight were nasal, ten were asso- 
ciated with broncho-pulmonary disease, one was alimen- 
tary, and three were psychological. In two of the 
psychological group attacks appeared to be entirely 
imitative in nature as the result of prolonged contact with 
an asthmatic subject. 

It is impossible to attempt any further analysis of the 
cases in which more than one factor was present, nor is 
any such analysis really necessary. A few points should 


SS 
be considered concerning the individual factors, The 
allergic factor was present in approximately half the 
cases, and the skin tests were positive in sixty-five Out of 
the total number of seventy-three. The tests were per- 
formed by the scratch method, using the Parke Davis 
protein extracts, which were found to be quite satis 
factory. In all cases the common foodstuffs, epidermal 
extracts, and pollens were employed. It is possible, of 
course, that if a larger number of proteins had been 
tested a greater number of positive results would have 
been obtained, so that this figure must be regarded as a 
minimum. The age of onset for the cases in which the 
allergic factor was present is shown in Table IV, 


Taste IV.—Age of Onset in Cases in which Allergic 
Factor was Present 


Age Cases Age Cases 


From this table two points can be deduced. It is clear 
that the cases in which the allergic factor is important 
commonly manifest asthmatic symptoms at an early 
period of life ; it is also clear, however, that there is an 
allergic basis in a certain number of cases in which the 
asthma begins in adult life. There is no reason to suppose 
that the hypersensitiveness is acquired in the majority of 
these, and they illustrate well the importance of the 
precipitating factor in a predisposed subject. 

This series demonstrates the number and extent of the 
factors that may be expected to be present in patients 
complaining of asthma, and it illustrates the possibility of 
obtaining a complete visualization of the cause of the 
symptom and the type of patient as the result of a not 
very complicated routine overhaul. It is also possible by 
this method to obtain some idea as to the relative impor- 
tance of the factors in any given case, this being obtained 
from a study of the history of the patient and of his 
reactions to his environment. It is very convenient to 
be able to summarize the case in terms of simple figures, 
Thus, ‘‘ Male, aged 30, 1, 2,-6,’’ would indicate a male 
patient in whom there was an allergic basis and a nasal 
factor, and in whom also there was some psychological 
element. If cases can be visualized in this way a scheme 
of treatment designed to attack the precipitating factors 
stands a much better chance of success than an attempt 
to combat an underlying and possibly ineradicable factor 
by stereotyped methods. 


The Minister of Health has issued circulars (Circulars 
1536 and 1536a) to the responsible port and local autho- 
rities in England and Wales enclosing a revised list of 
treatment centres in the chief sea and river ports 
throughout the world at which seamen can_ obtain 
gratuitous treatment for venereal diseases in accordance 
with the arrangements contemplated by the International 
Agreement relating to this matter which was signed at 
Brussels in December, 1924. The list is based in the main 
on the particulars contained in a corresponding list pub- 
lished by the Office International d’Hygiéne Publique in 
1935, and arrangements have been made with the Board 
of Trade for a copy of the list to be supplied to every 
ship of the Mercantile Marine. The opportunity has also 
been taken to issue with this list a number of recoms 
mendations which have been formulated by the Office 
International as the result of its continued investigations 
into the operation of the agreement in different countries, 
These findings should facilitate the administration gener 
ally of the provisions of the agreement by the contracting 
parties. 
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The simplification of the treatment of varicose disorders 
has led in recent years to the development of a rather 
uncritical attitude towards the subject which, if it persists, 
may sO influence practice as to tend to diminish the 
efficiency of the newer therapeutic methods. This paper 
is in part an attempt to assess the value of some of these 
methods, and questions of aetiology and pathology are 
discussed only in so far as they bear upon this. The 
therapeutic methods described are based on a personal 
experience of over a thousand cases, and represent the 
results of that experience rather than a survey of all the 
methods of treatment in current usage. 

Varicose diseases are common amongst all classes of 
the community, and give rise to a large amount of dis- 
comfort, pain, and disability, and, on account of the 
complications of phlebitis, dermatitis, and ulceration, 
lead to a great deal of crippling and ill-health. The 
introduction of sclerosing methods has brought about a 
revolution in the treatment of a group of diseases which 
had previously proved extremely refractory, and in the 
treatment of which the surgeon was only consulted as 
a last resource. Experience has shown that the newer 
methods are simple, safe, and efficient, and that their 
employment is capable of preventing the more serious 
complications of varicose diseases. At the same time 
recent experience has shown, first, that although the 
greatest credit is due to injection methods they must be 
carried out patiently and efficiently and with a critical 
appreciation of their possibilities ; and, secondly, that 
operative treatment is still required as an adjuvant in 
a small proportion of cases if the best results are to be 
obtained. 


. Aetiology in Relation to Treatment 

Unfortunately it is still true to say that nothing is 
known about the ultimate cause of varicose disorders. 
A family history of the condition is present in over one- 
half of the cases, and in some families practically all the 
members are affected. The sex distribution of the present 
series gives a ratio of four females to one male. A 
striking feature of the female cases is that the condition 
tends to manifest itself for the first time at three definite 
age periods—adolescence, the early years of child-bearing, 
and the menopause. Numerically, the cases in the first 
and third of these groups form but a small proportion of 
the total, but none the less they form well-defined groups. 
The cases beginning in adolescence often progress rather 
slowly. When varicosities develop during pregnancy 
they are seen usually at a very early stage, generally 
about the second or third month, a fact which would 
lend support to an endocrine rather than to a mechanical 
view of their origin. It is frequently noted that the 
development of the condition in the menopausal patient 
is extremely rapid during the course of a year or two. 
This association between the development of varicose 
conditions and puberty, pregnancy, and the menopause 
Suggests an aetiological relation to the endocrine stresses 
of these periods. 

A further important feature closely related to the 
question of treatment is the fact that varicose disorders 
are invariably progressive, and that once the condition 


-*A lecture given at the British Post-Graduate Medical School in 
November, 1935. 


has developed mechanical factors tend to aggravate it. 
Arrest of the disease is rare, and natural cure does not 
take place apart from that which may occasionally follow 
an attack of acute phlebitis. The importance of these 
features of the natural history of the disease must be 
remembered when discussing the question of possible 
recurrences after treatment. 


Types of Varicose Veins 

From the point of view of treatment little is to be 
gained by any extensive subdivision of the various ana- 
tomical types of varicose veins. It is essential, however, 
to recognize that varicosities may be primary and idio- 
pathic, or secondary and compensatory. 

Primary varicosity is of three main types. First, there 
is the type affecting a part or the whole of the internal 
or short saphenous vein or any portion of the lower limb 
unrelated to any anatomical vein. Secondly, the type 
of varicosity best described as ‘‘ ectasia ’’ is found chiefly 
in the male sex and is prone to develop about the age of 
18 or 20, especially in those who are very athletic. The 
veins in these patients are prominent and dilated and 
their walls are often thickened, and although the valves 
are incompetent tortuosity may be absent or slight. It 
is important to recognize this group of cases, as the results 
of injection treatment are often disappointing and are 
frequently regarded as failures. The third group com- 
prises the intracutaneous varicules, or dilatations of vessels 
actually within the skin itself. Though these varicules 
may appear in association with larger subcutaneous 
varicosities they are frequently present alone in women. 
In the former case they may disappear as the result of 
sclerosis of subcutaneous veins, but when alone they do 
not as a rule require treatment. 

Secondary varicose veins develop as a compensatory 
mechanism where the deep veins of the limb have been 
obliterated as the result of thrombosis during the puer- 
perium, after operations, or during the course of acute 
specific fevers, etc. In these cases a history of the sudden 
onset of pain and oedema in a limb during the course 
of one of the preceding conditions is suggestive evidence 
of the probable secondary nature of the varicosities ; the 
collateral circulation not infrequently involves the lower 
abdomen and the trunk. The majority of these patients 
show in addition some degree of permanent lymphatic 
obstruction. 


Value of Accurate History 


The necessity for an accurate history both of the 
varicose diseases and their progress and of the patient’s 
general health, together with a careful clinical examina- 
tion, cannot be too strongly stressed in relation to the 
questions of treatment and of prognosis. Certain facts 
in the history or certain signs in the clinical examination 
may be of such outstanding importance as to affect closely 
the question of treatment. They may contraindicate 
certain forms of treatment or be determining factors in 
regard to prognosis. The best results cannot be obtained 
unless the approach to each case is both individual and 
systematic. 

The points in the history to which special attention 
should be paid are the age at which the varicose con- 
dition developed, its progress since development and the 
associated symptoms, the number and the effect of preg- 
nancies, and the history of oedema, phlebitis, ulceration, 
or other complication. With regard to the past history, 
not only must inquiry be made about the general health, 
but especial attention must be directed to the question 
of phlegmasia following pregnancy, operation, typhoid 
fever, etc. A family history of varicose diseases must 


always be investigated. 
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The clinical examination of the patient includes not only 
the investigation of the type and severity of any vari- 
cosities, but also an examination of the skin from the 
point of view of early congestive changes, dermatitis, or 
ulceration, Oedema never results from uncomplicated 
varicose veins, and its presence should always lead to a 
search for some local or general cause. The presence of 
any old or recent phlebitic areas should be noted. In all 
cases in which elastoplast or a similar technique may be 
employed the condition of the arteries of the limbs should 
also be examined. 


Principles of Injection Treatment 


The object of all forms of injection treatment is to 
introduce into the damaged veins a chemical solution 
which will initiate a series of changes in the endothelium 
leading to thrombosis of the vein and its eventual con- 
version into an almost imperceptible fibrous cord. The 
ideal injection medium must be non-toxic ; in the doses 
used it must produce no undue pain during injection ; 
st must be free from local or general dangers ; and it 
must be introduced in such a way that no important 
physiological changes may follow the obliteration of the 
injected veins. The various solutions which produce 
thrombosis act either on account of their osmotic pressure 
or on account of their chemical composition, and occa- 
sionally by a combination of these two features. 

No attempt will be made to review in detail the various 
agents which have been given for this purpose. In the 
present series of cases quinine and urethane solution has 
been used almost exclusively, sodium salicylate being 
employed in those patients with an idiosyncrasy towards 
quinine, and sodium morrhuate in a very small group 
of patients. With a quinine solution the intravenous 
technique must be perfect, otherwise the injection of the 
solution outside the vein, or its leakage into the tissues 
after injection, may be followed by local necrosis. Undue 
susceptibility towards quinine has not been noted in any 
of the male cases, but has been observed in mild forms 
in rather less than 1 per cent. of the female 
Quinine-urethane solutions appear to be the most certain 
in their thrombosing action ; with the empty-vein tech- 
nique and small doses they are extremely efficient. 

Quinine-urethane solutions have the additional advan- 
tage of being painless during injection. Pain during the 
actual injection is due to the leakage of the drug into 
the tissues outside the vein, and should be regarded as 
an indication for the immediate cessation of the injection. 
Salicylate solutions, on the other hand, are invariably 
extremely painful during the actual injections, especially 
when the more concentrated ones are used, and they are 
much less certain in their action, owing to the rapid 
development of tolerance on the part of the veins towards 
them. Sodium morrhuate suffers from two disadvantages : 
first, it is necessary to add 0.5 per cent. phenol to ensure 
sterility of the solution ; and, secondly, it is certain that 
in some instances thrombosis occurs immediately after 
injection, 


cases. 


Technique of Injections 

Injections should begin in the most distal veins, working 
gradually up the limb. If the proximal veins are throm- 
first the distal ones remain patent but become 
smaller, and in consequence more difficult to inject. The 
greatest efficiency of the injections is obtained when they 
are made with the empty-vein technique. A light rubber 
Esmarch’s bandage is applied to the limb proximal to the 
proposed site of the injection while the patient is standing. 
The patient then lies down on a couch and a small block 
is placed under the heel. After the skin has been cleansed 
with ether the needle of the syringe is inserted into the 
distended vein, and as soor as its position has been 


bosed 


confirmed by the withdrawal of blood into the barrel a 
tourniquet is loosened with the left hand and the inh 
tion given. 

The dosages of quinine-urethane solution must Natural] 
vary with the size and type of the vein to be injected 
with the experience of the surgeon, and with the individual 
patient, though in all cases it is probably wiser to err 
on the side of smali rather than large deses. A dose 
should be aimed at which will produce thrombosis in 
approximately five or six inches of a medium-sized yeip 
If a greater length than this is thrombosed at any One 
sitting the resulting discomfort may inconvenience the 
patient. These results can usually be achieved by using 
quinine-urethane solution in doses of from 1 to 2 c.cm,, 
more often nearer the former than the latter amount, 
A dressing of collodion and strapping should be applied 
in order to prevent possible contamination and any leakage 
of blood mixed with quinine-urethane solution through 
the puncture in the vein wall. 

With regard to the question of the frequency of injec. 
tions, the only really absolute rule is that the larger the 
size of the veins the longer should be the intervals between 
injections. It is found in practice that with veins of 
average size weekly injections are well tolerated, but while 
this interval can be decreased in the case of smaller veins, 
it must be increased in the case of larger ones. As a 
matter of experience, however, it is found that needlessly 
long intervals between injections, apart from lengthening 
the time of the treatment, seem to diminish the degree of 
thrombotic response. 

If the dosage has been too high the thrombotic reaction 
may be excessive. The reaction is similarly likely to be 
excessive when the injection is made into a vein devoid 
of collateral anastomoses. Such veins are often present 
in the thigh, and in all injections in this situation the 
dosages should be rather smaller than for comparable veins 
in the calf. With efficient technique local leakage at the 
site of injection should be avoided and the possible 
development of an eschar entirely obviated. In the series 
of cases now under consideration no pulmonary emboli, 
either fatal or non-fatal, were consequent upon over 
10,000 injections. 

Contraindications 


The contraindications to injection treatment may be 
either relative or absolute, and either temporary or 
permanent. The question of injections in patients with 
associated serious disease must always be considered in 
relation to the prognosis of the latter. Renal and cardiac 
failure are obvious instances of absolute contraindications, 
though compensated cardiac disease is no bar to successful 
injection treatment. Skin disease, of either an acute or 
a chronic nature, which involves the varicose area must 
always be considered as a temporary but definite contra- 
indication to treatment. 

In the case of any patient suffering from acute phlebitis 
an interval of at least six months should be allowed to 
elapse after the subsidence of the phlebitis before pro- 
ceeding with injections. This time limit of six months 
is purely arbitrary, but it has been found satisfactory in 
practice. Of recent years some writers have actually 
advocated the treatment of phlebitis by means of proximal 
sclerosing injections. This would appear to be open to 
very grave objections as acute phlebitis is in some 
instances at least bacterial in origin, and it is certain 
that some of the published cases of fatal pulmonary 
emboli after injection treatment have been in patients in 
whom this time interval had been ignored. 

During pregnancy it is as a rule neither necessary not 
advisable to carry out injection treatment for varicose 
veins. The condition of the veins invariably improves 
rapidly after the termination of the pregnancy, and if 
treatment is necessary it can much more easily be carried 
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pie that stage. Occasionally, however, patients are 
seen in whom the extent of the varicose veins or the 
e of associated discomfort is such as to necessitate 
urgent treatment. In these patients injections should be 
‘ven, but quinine must not be used owing to the risk 
of producing abortion, though the risks are probably more 
theoretical than real. Either sodium salicylate or sodium 
morrhuate solution should be used, but the extreme pain 
produced by the former should be borne in mind, 


degre 


Treatment of Varicose Ulceration 


Ulceration arises as a mechanical complication of the 
yenous stagnation or even reversal in a limb with a 
yaricose circulation. Whatever may be the factor 
initiating the ulceration the peculiar features of the 
yaricose circulation are responsible for its chronicity. The 
actual bacterial flora of the ulcer is of minor importance. 
Healing of varicose ulcers may be brought about by any 
of the methods which lead to temporary or permanent 
obliteration of the varicose circulation. Thus rest in bed 
or some form of external support may result in temporary 
cure, and a permanent cure may follow injection or 
excision of the affected veins. In a series of ulcer cases 
reported in my Hunterian Lecture in 1929 it was found 
that 87 per cent. healed simply as a result of obliteration 
of the proximal veins. 

Small recent ulcers usually heal quite rapidly with 
injection of the veins and the application of a calamine 
dressing to the ulcer. The larger and older ulcers with 
a moderate degree of surrounding oedema and _ fibrosis 
respond rapidly to injection treatment combined with the 
use of elastoplast. The injections should be carried out 
at fortnightly intervals at the time when the elastoplast 
is changed. The huge ulcers of the lower third of the 
leg that almost or completely surround the limb and 
are invariably associated with marked changes in the 
soft tissues and with extensive periosteitis present a more 
dificult problem. Persistence with elastoplast treatment 
and the injection of any associated veins may lead to the 
eventual healing of such ulcers, but unless some form of 
external support is used, either for a prolonged period 
after healing or even permanently, recurrence is almost 
certain to take place. The most intractable type of ulcer 
of all is that associated with deep thrombosis. The 
characteristics of these ulcers are very similar to those in 
the preceding group, but thé limb as a whole is invariably 
grossly oedematous, and associated varicose veins may not 
always be present. 


Treatment of Phlebitis 


The question of the treatment of phlebitis in varicose 
veins can be adequately considered only after a definition 
of the term and a brief review of the various clinical 
types. Under the general heading of ‘‘ phlebitis’’ are 
included all those cases in which a varicose vein throm- 
boses, irrespective of the extent of the local inflammatory 
signs or the degree of constitutional disturbance. At one 
end of the scale are those cases which may be regarded 
as purely thrombotic in origin, secondary to changes in 
the damaged endothelium, and in which local inflammatory 
signs are negligible and constitutional disturbance is 
absent. At the opposite end of the scale are those cases 
of rapidly spreading septic thrombosis associated with 
marked local inflammatory signs together with fever and 
severe constitutional disturbance and possibly with em- 
bolic phenomena. The third group comprises cases falling 
clinically midway between the other two, in which local 
inlammatory signs are present with possibly mild fever 
or constitutional disturbance. Of these three groups the 
first probably represents a purely thrombotic process of 
non-bacterial origin, the third a septic bacterial phlebitis, 


and the second an intermediate type in which the throm- 
botic and the infective elements cannot be sharply dis- 
tinguished. 

Although in general the word “‘ phlebitis’’ includes 
these three types of the disease, the clinically mild course 
of the majority of cases would suggest a purely thrombotic 
origin. Apart, however, from the frankly septic cases, 
it is quite impossible to determine with any degree cf 
certainty the cases in which a bacterial element is present. 

The small thrombotic lesions are best dealt with by 
putting the limb in elastoplast and allowing the patient 
to walk ; in these uneventful recovery is the rule. In 
the case of spreading phlebitis elastoplast treatment should 
be similarly carried out, but it is often found that arrest 
of the condition is not brought about unless the patient 
is in bed. Operation offers the best prospect of cure in 
cases of this type in which huge varicose veins have 
become extensively thrombosed as the result of the 
phlebitic process. Unless this is done the patient is left 
with a large inflammatory mass of veins which may take 
three months or longer to resolve. The operation should 
be performed at the end of three or four weeks, and the 
thrombosed veins excised together with any adherent 
portions of overlying skin. When the local physical signs, 
the temperature chart, or the presence of pulmonary or 
other complications suggests that the local lesion is a 
septic one, the saphenous vein should be ligatured imme- 
diately at its junction with the femoral vein. At the 
same time it may also be necessary to evacuate septic 
clot from the thrombosed veins. 


Subacute and Chronic Phlebitis 


It is impossible to classify accurately the various types 
of subacute or chronic phlebitis, but it is essential from 
the therapeutic standpoint to attempt to distinguish these 
from the more acute conditions. A small group of cases 
exists in which, following an attack of acute phlebitis, 
the pathological process passes into a subacute or chronic 
phase. With complete rest in bed the local inflammatory 
signs resolve almost entirely, but as soon as the patient 
starts to get about the inflammatory process in the veins 
lights up again. This sequence of events may be repeated 
on many occasions and over a considerable period of 
time. A patient who recently came under my care had 
spent a year in this way in an attempt to get rid of the 
phlebitis. Operation is the only certain cure for this 
type of the disease. 

A second type of chronic phlebitis is seen occasionally 
in women, with extensive varicosity in the calf. A 
history of an acute onset is unusual, but when the patient 
comes under observation a mass of firm, ill-defined, 
thrombosed veins is present in the lower third or half 
of the calf. The whole area is hard and indurated, and 
the individual veins are at times difficult to recognize, 
but on palpation there is a definite line separating the 
indurated area from the upper part of the calf. Prolonged 
elastoplast treatment appears to be the only practicable 
method of treatment. If this is carried out the indura- 
tion and thickening of the tissues of the calf gradually 
resolve and the phlebitis clears up. Owing to the extent 
of the disease and the degree of involvement of the skin 
and soft tissues operative treatment is not possible. 


Deep Thrombosis 


The term ‘‘ deep thrombosis ’’ is used here to covet 
all those conditions of phlegmasia of the lower limbs 
developing suddenly as complications in the puerperium, 
during the course of specific fevers, during the post-opera- 
tive period, etc. The onset of the condition is always 
acute and the patient is invariably left with a limb in 
which there is gross circulatory disturbance. Clinical 
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observation suggests that in almost all cases lymphatic 
obstruction is present, and in many cases associated 
thrombosis of the deep veins. The name “‘ deep throm- 
bosis,’’ though inexact, has been preserved for a well- 
recognized clinical condition. 

Patients in whom deep thrombosis has occurred rarely, if 
ever, subsequently get an entirely normal limb. Oedema 
usually appears after exercise and in many cases reaches 
a serious degree, but it is always relieved by recumbency. 
The swelling of the limb may produce anything from 
mild discomfort to extreme pain. At the same time, if 
there has been an associated thrombosis of the deep 
vessels evidence of the development of a collateral circula- 
tion over the lower abdomen, or even as far as the inter- 
costal spaces or axilla, may be present. The saphenous 
vein itself may be involved in this compensatory process. 
Owing to the impairment of the lymphatic and the venous 
return in these limbs they are particularly prone to infec- 
tion, and if ulceration does arise it usually assumes a 
most intractable form. 

Pulmonary embolus is the immediate complication most 
generally feared, though in this connexion it is perhaps 
encouraging to remember that of the patients who come 
to the post-mortem room as a result of a pulmonary 
embolus few have ever shown signs of oedema of the 
lower limb during life. In the acute stage little can be 
done apart from absolute rest, and this is usually enforced 
for six weeks. Following this the return to activity 
should be gradual, and exercise should be limited to that 
which produces nothing more than a slight degree of 
oedema. The more the limb is allowed to remain oedema- 
tous the more easily will oedema recur. The more severe 
degrees of oedema can only be treated by means of elasto- 
plast, but the milder degrees can be adequately controlled 
by various types of stocking. 


Injections in Deep Thrombosis 

Owing to the development of varicosities in these limbs 
patients are often seen in whom the question of the 
advisability of giving injection treatment is raised. At 
one time I always regarded the presence of a deep throm- 
bosis in a limb, with evidence of a collateral superficial 
circulation, as a definite contraindication to injection 
treatment. Subsequent experience has shown that though 
the general rule is a sound one there may be exceptions. 
Several points must be considered. First, the discomfort 
or pain which these patients suffer is largely lymphatic 
in origin and not venous, and is therefore unlikely to be 
much improved by thrombosing the veins. Secondly, in 
all cases in which there is anything more than a mild 
degree of oedema a very sharp reaction may follow the 
injections, with the development of a marked degree of 
periphlebitis. 

It will be found that in general the cases in this group 
which respond best to injection treatment are those in 
which oedema is slight but the veins are large. In all 
cases in which injection treatment is considered an 
attempt should be made to assess the symptomatic im- 
provement likely to result from obliteration of the veins. 
The foregoing observations apply equally to those limbs 
which are the site of deep thrombosis and in which ulcera- 
tion is also present. When symptoms are mainly due to 
the presence of oedema some form of external support 
becomes inevitable, and this resolves itself in the milder 
cases to the use of stockings, and in the more severe to 
the continued use of elastoplast or similar bandages. 

Massage and the use of sinusoidal baths may be men- 
tioned as additional methods of treatment. The resulting 
symptomatic improvement may be very great, and it is 
often worth while to prescribe a course of a month’s 
treatment two or three times a year. But it must be 


borne in mind that patients with deep thrombosis have 


inevitably some degree of circulatory failure of the lim) 
and for that reason a modification of their activities 
depending upon the degree of failure, is almost unavoig 
able. When a limb has been the site of a deep thrombgcg 
treatment by means of radiant heat should be avoided 
for it does not appear to improve the local condition, and 
it is very easy to burn such limbs. Some of the most 
intractable ulcers I have seen have been those in which 
ulceration has followed a burn of this type. 


The Place of Operation 


The introduction and the development of injection 
methods has overshadowed operative measures to gych 
an extent as to suggest that these actually have no place 
in treatment. But experience has shown that there are 
definite indications for operative intervention, 

In the patient with uncomplicated varicose veins certain 
features may indicate the advisability of operative treat. 
ment, either alone or, more often, in conjunction with 
injections. First, the veins may be of such colossal size 
that the discomfort and length of time involved in the 
process of sclerosis will make operative treatment simpler 
and quicker. Secondly, the whole saphenous tract may 
be varicose, and on account of incompetence of the valves 
the reflux of blood may be so great that thrombosing 
solutions will have little or no effect. Thirdly, the con. 
dition of ectasia rather than varicosity may be present, 
in which case it is difficult to obtain thrombosis. Some 
form of operation is usually advisable in these groups; 
the exact operation to be performed, however, can only 
be determined by a consideration of the anatomical dis- 
tribution of the veins and their severity in the individual 
patient, but it may include excision operations in the 
case of very large veins, Trendelenburg’s operation, or 
simple ligature operations, followed always by injection 
treatment to the remaining distal veins. 


Factors affecting Prognosis 

Owing to the extremely wide variations in the degree 
of severity of varicosities of the lower limb it is difficult 
to lay down general rules relating to the question of 
prognosis, but certain factors affecting this can be con- 
sidered. From the point of view of treatment the fact 
that the disease is progressive cannot be ignored.  Injec- 
tion treatment will cure existing veins and it will slow 
down the development of varicosities in other veins, but 
it cannot prevent the formation of new varicosities. A 
bad family history is also an important factor, as it 
indicates a very strong predisposition on the part of the 
patient to the disease. Similarly, the rapidity of develop- 
ment frequently has important bearings upon the question 
of immediate prognosis. The more rapid it has been, 
the more guarded must be the prognosis. 

The actual age at onset does not appear to play a very 
important part; on the other hand, the age at which 
treatment is undertaken, especially in the case of women, 
is always significant. The possibility of subsequent 
pregnancies has to be considered in relation to their 
effect on the veins of the lower limbs, and although, as 
has been stated, there is a small group of cases in which 
the varicose condition appears rapidly about the time of 
the menopause, in general veins do not progress markedly 
after this time. 

The most important single factor in prognosis after 
injections is the degree of completeness of the obliteration 
by thrombosis of the varicose circulation. It is useless 
to regard as treated a patient to whom a few injections 
have been given and in whom a considerable number 
of veins have been left untreated. All varicose veil 
cases should be removed, say, three months after the 
completion of injections. The more severe the condition 
the more essential it is to follow this rule. It is often 
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found that veins have been missed and are still present, 
a the more sponge-like and diffuse the varicosities the 
wat certain is this to be the case. Any existing veins 
should then be treated, and the patient should be seen 

ain at the end of a further three months. It is possible 
his way to say that before a patient is discharged 
gll ‘‘ treatable ”’ veins have been occluded. 


Recanalization and Phlebitis 


The question of recanalization subsequent to thrombosis 
isa rather thorny problem. It is certain that the thrombi 
which develop spontaneously in veins do in some instances 
become canalized and lead to patency of the vessel. As 
an instance of this may be quoted the fact that even 
after a severe attack of acute phlebitis veins are not 
necessarily always obliterated, and in St. Bartholomew’s 
Hospital Museum is a specimen (No. F. 296) illustrating 
this process of recanalization in a deep vein of the limb. 
The problem is further complicated in the case of thera- 
peutic thrombosis by two other possible sources of error. 
First, varicose diseases of the lower limbs are progressive, 
and veins which were thought to be recanalized old ones 
may actually be new channels. Secondly, unless cases, 
particularly the more severe ones, are followed up in the 
manner described, it is not difficult to consider as new 
varicosities vessels which have never been thrombosed. 
From the practical point of view it would appear probable 
that the tendency to recanalization should be greatest in 
the diffuse type of varicosity with large numbers of 
anastomosing channels. 

Many of the questions relating to the prognosis in 
phlebitis have already been discussed. Pulmonary emboli 
remain the bugbear of this complication. It is difficult 
to obtain accurate statistics relating to the incidence of 
emboli, but it would seem that in the past a needless 
bogy has been made of this danger. Emboli, both fatal 
and non-fatal, do occur during the course of phlebitis 
and are recorded from time to time in the medical 
journals. The risk in this respect is naturally greatest 
when the process is a frankly suppurative one. So far 
as my personal experience goes I know of no case of a 
fatal or non-fatal pulmonary embolus arising in this way. 


Prognosis in Ulceration 


Many of the factors affecting the prognosis in ulcer 
cases have been considered. In general, the more recent 
the ulcer and the smaller its size the better is the prog- 
nosis. The larger the ulcer the greater the degree of 
local scarring and fixation to the underlying bone, and 
above all the greater the extent of actual involvement 
of the bone the slower is the rate of healing. The per- 
manence of healing depends upon the extent to which 
associated veins have been thrombosed, the nature of 
the resulting scar, and its relation to the underlying bone. 
The foregoing factors all apply to ulcers occurring in the 
limbs which are the site of deep thrombosis. In this 
group the greater the degree of oedema the worse the 
prognosis, and, conversely, the greater the extent of any 
varicosities the better the prognosis. 


From the purely cosmetic point of view the best results 
following injection treatment are obtained in those cases 
in which the tissues overlying the vein do not show any 
marked degree of atrophic change. Injection of a thin- 
walled vein covered by an equally thin layer of squamous 
epithelium is certain to be followed by some permanent 
discoloration or pigmentation at the site of obliteration, 
whereas if the overlying skin is normal the thrombosis 
of the vein does not give rise to any permanent local 
change. 


VARICOSE DISEASES OF LOWER LIMBS 


Summary 


1. The present paper is an attempt to assess some of 
the methods employed in the treatment of varicose veins, 
an assessment which is important in view of the rather 
uncritical attitude towards the subject which has been 
brought about by the recent simplification of some of the 
therapeutic methods employed. 

2. The experiences recorded are based on over one 
thousand consecutive cases under my care. 

3. The sex distribution of the cases gave a ratio of four 
females to one male. 

4. A family history of varicose veins was present in 
over 50 per cent. of the cases. 

5. In women varicose veins tend to appear during the 
periods of endocrine stress—namely, puberty, the early 
years of child-bearing, and at the menopause. 

6. Numerically the group in which the veins first appear 
during pregnancy is by far the largest, and the veins 
usually appear early in pregnancy during the second or 
third month. 

7. Varicose diseases are invariably progressive, arrest 
is unusual, and natural cure is rare, apart from that 
which occasionally follows acute phlebitis. 

8. From the point of view of treatment varicose veins 
may be divided into primary and_ secondary ones. 
Primary varicose veins may be true varicosities, ectasia, 
or varicules. Secondary varicose veins develop as the 
result of obstruction of the deeper veins, and are usually 
associated with lymphatic obstruction. ° 

9. In all cases an accurate history and a careful clinical 
examination are essential if appropriate treatment is to 
be carried out and the best results obtained. 

10. The principles underlying injection treatment are 
set forth and the technique of the method described. 

11. The contraindications to injection treatment are 
referred to. 

12. Varicose ulceration is a mechanical complication 
of the venous stagnation ; its treatment is discussed. 

13. The use of the word ‘‘ phlebitis ’’ is discussed, and 
although it is employed to cover conditions as diverse 
as thrombosis and septic phlebitis, it is suggested that 
the most frequent type of phlebitis in varicose veins is in 
reality a thrombosis. 

14. The clinical features and treatment of subacute and 
chronic phlebitis are described. 

15. An account is given of so-called deep thrombosis, 
together with its clinical features, risks, prognosis, and 
treatment. 

16. The place of operation in the treatment of varicose 
veins is discussed as regards uncomplicated cases and 
in cases complicated by acute, subacute, and chronic 
phlebitis. 

17. Prognosis is discussed in relation to the treatment 
of uncomplicated cases, and in cases complicated by 
phlebitis, deep thrombosis, and ulceration. 


We have received a copy of the Proceedings of the 
Punjab Branch of the British Medical Association for 
the quarter ending March, 1936 (vol. v, No. 2). This 
prints in full papers delivered in the last three months, 
and notably those which were presented at the annual 
meeting of the Punjab Branch in February. They include 
one paper from a symposium on gastro-duodenal disease 
and an account of some original work on the vitamin A 
content of ‘“‘ ghee,’’ a buffalo-milk butter clarified to 
resemble oil. The secretary, Dr. N. R. Dharmavir, and 
members of this Branch of the Association seem to have 
carried through an ambitious programme very successfully. 
The meetings are held in the King Edward Medical 
College, Lahore. 
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TRICHOMONAS AND VAGINAL 
DISCHARCE 


ERIC W. ASSINDER, M.D. 


DIRECTOR, V.D. DEPARTMENT, THE GENERAL HOSPITAL, BIRMINGHAM 


The purpose of this communication is to emphasize: 


1. The frequency with which trichomonas is associ- 
ated with vaginal discharge. 

2. That very commonly trichomonas 
wrongly diagnosed as gonorrhoea. 


vaginitis is 


Although the parasite was described as long ago as 1836 
by Donné,! and for some years American writers have 
been insisting upon its importance as a cause of leucor- 
rhoea, it is remarkable that in this country it is not 


generally —_recog- 
nized, and_ by 


many it has been 
scarcely heard of. 
Bland, Wenrich, 
and Goldstein? 
found the _ tricho- 
monas in 22.7 per 
cent. of 600 cases 
of pregnancy, but 
far less frequently 
in white than in 
coloured women ; 
they are insistent 
upon the fact that 
the morbidity rate 
is much higher 
when trichomonas 
infection pres- 
ent in pregnancy. 
Reuling*® found 
the parasite in 
18.4 per cent. of 
250 patients who 
complained of 
leucorrhoea. 

In the Venereal 
Diseases Depart- 
ment at the 
General Hospital, 
Birmingham, we 
have occasionally 
examined for tri- 
chomonas for some 
years past with 
varying — success, 
but since November last we have adopted a different 
method of diagnosis. In the nine months since then in 
no fewer than sixty-one patients who have attended this 
department (as cases of gonorrhoea or suspected gonor- 
rhoea) trichomonas has been found. In fifty of these 
sixty-one cases no gonorrhoea has been present, and in 
eleven gonorrhoea has been present in addition to 
trichomonas. 


Diagnosis and Morphology 


Previous to 1934 the diagnosis of trichomonas was made 
with the ordinary microscope. Looking back, and with 
our present knowledge, it would seem that failure to find 
the parasite was frequent in cases where in reality it was 
present. In my opinion by far the most effective method 
of detection is by the use of the dark-ground condenser 
microscope ; a loopful of pus is placed on a slide, under 
a coverglass, and examined at once. By this means the 
movements of the flagella of the protozoa make for 


Trichomonas vaginalis (dark-ground illumination). 


rapid and easy diagnosis, even when the organisms are 
present in small numbers and almost obscured by pus 
epithelial cells, etc. For permanent specimens films may 
be fixed by Schaudinn’s fixing solution and stained p 
some appropriate method ; my best results have been 
obtained with Geimsa’s stain, although the flagella do 
not stain particularly well. 

With the dark-ground microscope the parasite is seen 
to be a protozoal flagellate ten to thirty microns jp 
length, round, oval, or irregular in shape. There are 
usually four anterior flagella, an undulating membrane 
can sometimes be seen, reaching from the front to about 
the middle of the body, and a posterior protrusion of 
protoplasm is also sometimes noticeable (see illustration), 


Clinical Signs and Symptoms 

These are often very typical and can be summed up 
briefly as soreness 
and redness of the 
vagina and vulva, 
with a muco-puru- 
lent discharge. 
some cases gono. 
coccal other 
infection is ¢. 
existent with the 
trichomonas infec. 
tion, in which case 
cervicitis and 
urethritis may be 
present ; but in 
non - complicated 
cases cervicitis 
and urethritis are 
not prominent 
features. Mostob- 
servers agree that, 
although the signs 
and symptoms 
may vary greatly 
in intensity, prac- 
tically all cases 
affected showsome 
abnormal vaginal 
discharge. 

Although from 
the history of 
cases trichomonas 
infection does ap- 
pear to be asso- 
ciated with sexual 
intercourse, I have 
not been able to 
find the organism in the genito-urinary system in con- 
tact cases. In several contacts it has been noticeable 
that mild urethritis and sometimes prostatis has been 
present, but in each of these, although a prolonged 
search has been made, definite trichomonas has not 
been seen. The parasite had been found in the urine 
from a male case by Marchand* as long ago as 1894, 
and since by other observers. 


Drawn from actual field 


Treatment 


Many methods of treatment have been tried for this 
condition. At the General Hospital, Birmingham, we 
have tried numerous remedies which have been advocated. 
I have no hesitation in saying that the best results have 
been obtained by the use of Bayer’s devegan tablets,” 

*Devegan is an arsenical compound, and signs of intolerance, 
such as gastro-intestinal symptoms, should be watched for ; these 
do occur occasionally. 
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two tablets, inserted once or preferably twice daily and 
sed in conjunction with an alkaline or a 1 in 1,000 
: tassium permanganate douche, have relieved the condi- 
on quickly. It must be realized, however, that unless 
treatment is continued for from two to three months 
relapses are almost certain to occur. In my experience 
glycerin compounds should not be used, as the organism 


appears to thrive in this medium. 
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EPIDEMIC CERVICAL ADENITIS 


S. LEVY SIMPSON, M.D., M.R.C.P. 
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With a Bacteriological Report by 


H. W. SCOTT-WILSON anp F. KELLETT 
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In January of this year Reginald Miller described an 
outbreak of ‘‘ epidemic streptococcal adenitis.’’ Ten 
children and two young adults were affected. The major 
features were a sudden onset, high fever, prostration, 
painful enlargement of the tonsillar and cervical glands, 
with a relatively slight inflammation of the throat, and 
recurrent rigors. The major symptoms were sometimes 
preceded by a stuffiness of the nose and sore throat for 
two days. There also appeared to be “‘ a close association 
between epidemic adenitis of this type and influenza.”’ 

The worst of the illness was over in five to ten days, 
but the complete disappearance of the fever was a matter 
of three or four weeks. Miller observed that the epidemics 
occurred during the influenza season of the last two 
winters, and that ‘‘ Cameron is, so far as I am aware, the 
only medical author who has recently called attention to 
this group of cases.’’ 

Cameron (1935) considered streptococcal adenitis as 
“one of the very common disorders of childhood, and 
yet one which, for some reason, has received inadequate 
description in textbooks, both of general medicine and 
paediatrics.’ He believed that this might explain the 
frequent confusion with glandular fever, in which disorder 
he states that the patients are not as a rule very ill, 
suppuration is almost if not quite unknown, profound 
anaemia, delirium, and excessive sweating are not found. 
“The differential diagnosis from streptococcal adenitis is 
therefore clearly and sharply defined.’’ 

In the small ‘‘ house epidemic ’’ herein described the 
clinical features are similar to those described by Miller 
and Cameron. It consisted of two children and four 
adults in one household, and another child who shared 
the same desk at school. By coincidence both house- 
holds were those of doctors, who have kindly helped the 
writer in supplementing brief notes made at infrequent 
visits. 

Case | 

On March 3rd the patient, a girl aged 6 years, appeared to 
be starting a ‘‘ head cold.’’ In the evening she complained of 
generalized headache, which was much worse on the next day, 
when she remained in bed with a temperature otf 102° F., sore 
throat, earache, drowsiness, and pains in the back and legs. 
The conjunctivae were injected and photophobia was a 
prominent feature. There was some stiffness of the neck 
and the glands of the anterior and posterior triangle were 


slightly enlarged. Kernig’s sign was said to have been 
equivocal. 

On March 5th the pyrexia continued, the throat and ears 
were less troublesome, but the patient was drowsy and com- 
plained of headache. The next morning the patient appeared 
to be well, with a normal temperature, and went out mid- 
day for a short while. Although the evening temperature was 
only 99° F., the patient spent a restless night and was ill 
the next day, March 7th, with right earache, sore throat, 
running nose, headache, slight photophobia, and a temperature 
of 101° F. 

On March 8th the temperature was normal and the patient 
better. Some nose bleeding occurred. The next day there 
was a further relapse, with sore throat, earache, pyrexia 
(102.2°), and considerable enlargement of the cervical 
glands. These involved the tonsillar glands, the anterior and 
posterior cervical glands on both sides, and the occipital 
glands. The cervical chain of glands was larger on the right 
side than on the left, and all were spontaneously painful, but 
especially so on palpation. To ease the pain the neck was 
held in a fixed position, at first with head retraction and later 
on as in acute torticollis. The tonsils were not large but 
somewhat embedded and slightly red. Tonsillectomy had 
never been performed. The ear-drums were infected, but not 
bulging (E. A. Peters). This acute condition persisted for a 
turther three days, the patient being somewhat collapsed and 
drowsy. 

On March 13th the temperature fell to normal and the 
glands began to subside. On March 16th and 17th there 
was a transitory relapse, with sore throat, further enlarge- 
ment of the glands, and pyrexia of 102°, but subsequently 
uninterrupted recovery occurred. The glands, although 
decreased in size, did not disappear for another two weeks, 
and the patient appeared pallid and lacking in strength. 
Intermittent hiccups were observed in the third week of the 
illness. Blood count on March 10th: haemoglobin, 75 per 
cent. ; erythrocytes, 4,060,000 per c.mm. ; colour index, 0.92 ; 
leucocytes, 22,000 per c.mm., with 75 per cent. polymorpho- 
nuclear cells and 24 per cent. lymphocytes. 


Case Il 


A woman aged 27, in the same household as Case I, felt 
very ill on March 9th, with shivering, severe headache, 
photophobia, sore neck, enlargement of the submaxillary 
lymphatic glands, intermittent earache, pains shooting down 
the cervical spine from the base of the skull, extreme drowsi- 
ness, and a temperature of 1019 F. There was a history of 
previous head colds from February 11th to March 4th, but 
from that date until March 9th, which appears to be the 
commencement of the illness, the patient had no symptoms 
other than being ‘‘ below par.’’ 

On March 10th the glands in the neck were larger, and 
small, tender glands appeared in the groins, axillae, and above 
the elbow-joints. The base of the skull was acutely tender. 
Perspiration was profuse, and the patient felt very ill. On 
March 11th the temperature fell to normal and the glands 
began to subside. From then on there was gradual recovery, 
but for another ten days the patient complained of general 
weakness and intermittent severe headaches. The latter were 
said to start at the base of the skull, travel over the top of 
the head to the root of the nose, and finally form a horizontal 
band around the base of the skull. The patient had had 
tonsillectomy as a child, and the throat did not appear 
inflamed ; nor was sore throat a feature of the illness except 
in mild, transitory form. 

On March 18th an erythematous rash was observed on the 
face, neck, thighs, and upper arms, and disappeared within 
twenty-four hours. On this day and the next there were 
bouts of obstinate hiccuping. At this time there was a 
transitory recurrence of painful enlargement of the cervical 
glands. At no time was the spleen palpable. On March 20th 
profuse epistaxis occurred. 

On March 23rd there was a rise of temperature to 99.4°, 
with slight generalized colicky abdominal pains, diarrhoea, and 
some tenesmus. These symptoms persisted for a few days. 
There was then also a further transitory painful enlargement 
of the occipital glands ; the subsequent recovery was un- 
eventful, lassitude and pallor being features of the con- 
valescence. 
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Case Ill 

The third case, a young woman aged 20, came from the 
same household as Case I. She was quite well until March 
9th, when she complained of severe headache and took to 
bed. The next day she was quite prostrate, with a tem- 
perature of 103° F., conjunctivitis, photophobia, drowsiness, 
slight sore throat, and painful enlargement of the glands of 
the neck. The tonsillar glands and those of the anterior 
and posterior triangle of the neck were all involved. The 
tonsils were moderately enlarged and somewhat red, but the 
degree of involvement was relatively slight compared with 
the acute glandular enlargement. 

On March 12th the temperature 
98° on the morning of the 13th, but that evening again rose 
to 102°. During the next five days the temperature remained 
about 99°, the glands gradually subsided, and the general 
condition improved. The patient became afebrile on March 
20th, but felt weak and lethargic. 

On March 23rd there was an obstinate attack of hiccups 
lasting a few hours. The duration of the illness appears 
to have been about two weeks in this case. Blood count on 
March 11th: haemoglobin, 86 per cent. ; erythrocytes, 
4,350,000 per c.mm. ; colour index, 0.99 ; leucocytes, 18,000 
with 86 per polymorphonuclear cells and 


lymphocytes. 


100° ; it fell to 


was 


per c.mm., 
14 per cent. 


Cent. 


Case IV 
A woman aged 36, fron 

felt tired and ‘‘ below par ”’ 
On the 11th she 
and back of the 
the evening sh« 


the same household as Case I, 
on March 8th, 9th, and 10th. 
aching of the back muscles 
temperature of 100° F. In 
felt better, but the next morning the aches 
returned more extensive, reaching from the neck 
to the down the back of the legs. Nevertheless 
the patient motored that day to keep an important engage- 
ment ; in the afternoon she had a series of ‘‘ chills,’’ a head- 
and a temperature of 100.5°. Her eyes felt hot, and 
doctor) noticed small tender discrete glands in 
the posterior triangles of the neck on both sides. At mid- 
night the temperature was 103° and the pulse 96, the patient 
being slightly delirious. 

The next day the tonsillar, cervical, and occipital glands 
were enlarged and tender, and the neck felt stiff. The tonsils 
had been removed some vears previously, but the throat was 
slightly infected and felt a little sore. Photophobia, sweating, 
and prostration were features of the first few days. Some 
stomatitis was observed in the latter part of the first week. 
Constipation was present in the first two weeks, but in the 
third week mild abdominal colicky pains occurred, in associa- 
tion diarrhoea, and persisted for some five days. The 
temperature remained high until March 17th, sometimes 
104°. The pulse was relatively slow, never exceed- 
Slight pyrexia persisted for a further ten days, 
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and the glands, although gradually subsiding, were still 
slightly palpable in the third week. The duration of the 
illness was about three weeks. 

Case V 


The fifth case, that of a boy aged 9, from the same house- 
hold as Case I, was not characteristic. The enlargement of 
the glands was not a feature of the illness, but the time 
relationship and certain symptoms suggest that the infection 
was the same as in the 

The boy 
his sister 


other cases. 

was rather ill on March 8rd, the same day as 
(Case 1), with headache and feverishness. On 
March 4th he was kept in bed with photophobia, headache, 
and pains in the back and legs. He did not complain of 
enlargement of the glands of the neck, but these were not 
looked for. He was reasonably well during the next few 
and but on March 10th there were 
slight abdominal colicky pains, and diarrhoea. This continued 
for another week, the patient running a slight temperature 
of 99° to 100°, but then the symptoms gradually cleared 
up and the patient went on holiday. 


days was allowed up, 


Case VI 
The sixth case was that of a nurse, aged 55, who was 
attending to Cases I and V. On the third day after starting 
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duty she developed a slight sore throat, with enlargeme 
of the tonsillar and cervical glands on both sides, males 
and nausea. There was no rise of temperature and the 
nurse remained on duty, the illness lasting only a few a 


Case VII 
This patient, a boy aged 5, shared the same desk at 
school with Case I. On February 29th he 


Was evidently 
unwell, and had a temperature of 102°, but no definite com. 
plaints. On the morning of the next day a rigor occurred 
and within a few hours there was an enlargement of some 
glands under the upper part of the left sterno-mastoid, with 
some pain. Sore throat was not a feature, but had been 
present for one or two days a weck previously. The tonsils 
had never been removed, and were of moderate size, The 
temperature rose to 103.5°, and fluctuated between this and 
99° during the next ten days. The right cervical glands Were 
enlarged on the third day, but to a less extent than those 
on the left, where the whole of the posterior chain became 
involved. The glands were tender to touch, and the boy 
held his head in a fixed position as in acute torticollis, 

On March 15th a large gland in the left posterior triangle 
was found to be fluctuating, with slight redness over the 
skin. The next day it was incised by, Mr. N. C. Lake, and 
much pus obtained. Recovery was uneventful. 


Clinical Features 

The onset of the disease was usually acute, although 
it might be anticipated by a few days’ malaise. In one 
case (VII) there was a history of a transient sore throat 
a week previously, but the significance of this was not 
established. The illness proper was ushered in by a sharp 
rise of temperature to 103° F., severe, headache, drowsi- 
ness, photophobia (frequently with slight conjunctivitis), 
prostration, and rapid, painful enlargement of the ton- 
sillar, cervical, and even occipital glands. Slight sore 
throat was usual, although not invariable, and in no case 
was the local inflammation of the throat more than 
relatively mild compared with the adenitis. 

The glands might become palpable within a few hours, 
but sometimes were not a prominent feature for some 
days, and in Case V no enlargement was noticed. They 
were hard, discrete, and tender, and the increase in size 
was usually so considerable as to render the adenitis the 
presenting feature of the illness. The glands began to sub- 
side at the beginning of the second week, but might take 
a further three weeks to disappear. To minimize pain the 
neck was held in a fixed position, and acute torticollis 
might be simulated. In Case VII, a boy aged 5, one 
gland suppurated and thick pus was obtained on incision, 
a pure haemolytic streptococcus being grown on culture. 
This patient had moderately large tonsils, but three of 
the other cases had had _ tonsillectomy previously _per- 
formed. In Case II, a female aged 27, there were also 
transitory painful enlargements of the axillary and inguinal 
glands, but neither in this nor in any other case was 
enlargement of the spleen detected. 

Shivering or rigor on the first day was usual but not 
invariable, and recurrent rigors, as in the cases described 
by Miller, were not a feature. The temperature remained 
high for ten days or more, being 102° to 104° F. in the 
evening and a few degrees lower in the morning. The 
pyrexia was associated with free perspiration, sometimes 
very profuse. The pulse was usually, but not invariably, 
disproportionately slow compared with the temperature. 

Transitory remissions were not uncommon when well- 
being with a normal temperature were features suggesting 
a rapid recovery, only to be followed a day later by 
complete recrudescence. Prostration within the first few 
days was the rule, and the patients’ general condition 
usually gave rise to anxiety, at least among the relatives ; 
but Case VI illustrated the possibility of ambulatory 


forms. Headache was usually a severe and depressing 
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feature being occipital, generalized, or band-like in dis- 


jbution. 
OE ices and slight colicky abdominal pain was a 


feature in four patients (Cases I, H, IV, V). It usually 
started in the latter part of the second week of the illness, 
and might persist for two or more weeks. In addition to 
the cases recorded a medical practitioner in attendance had 
abdominal pain with diarrhoea some two weeks after his 
first contact, and the condition persisted for three weeks. 
Such symptoms were not a feature of the cases recorded 
py Cameron (1935) or Miller (1936). Hiccup was a symp- 
tom in three patients (Cases I to III), on the fifth, ninth, 
and fourteenth days respectively. Epistaxis occurred 
on the fifth day in one patient (Case I) and on the 
deventh day in another (Case II). Convalescence was 
associated with weakness, inertia, and some anaemia. 
The incubation period would appear to be about six days 
or less, the duration of the acute phase about ten days 
and of the total illness about three weeks. 


Bacteriological Investigation 


Throat Swabs.—Swabbings were examined from the 
throats of Cases III (fifth day of illness), IV (fifth day of 
illness), and VI (second day of illness). In all cases a 
mixed growth was obtained of streptococci of viridans 
and non-haemolytic types, similar to those found in the 
majority of healthy individuals. No type was common 
to all of the cases or could be considered of aetiological 
significance. Haemolytic streptococci were not found in 
any of the cases. 


Pus.—A specimen of pus from Case VII, obtained by 
incision of a suppurating gland, contained large numbers 
of streptococci, and on culture gave a pure growth of a 
long-chained haemolytic streptococcus. 


Blood Culture.—This was carried out on Case IV during 
the first week of illness, the blood being taken when the 
temperature was 103°. All the cultivations (aerobic and 
anaerobic) remained sterile after ten days’ incubation. 


Faeces.—In Case V during the period of diarrhoea the 
sample of iaeces examined contained no mucus, pus, or 
recognizable blood cells. On cultivation the predominant 
growth consisted of streptococci capable of surviving 
fifteen minutes’ exposure at 60° C. (Streptococcus faecal) 
—this formed about 95 per cent. of the colonies. The 
remainder of the growth consisted of a haemolytic strain 
of B. coli. 

Animal Inoculations.—Blood was taken from Case IV 
at the same time as that taken for blood culture—1 c.cm. 
of 8 per cent. sodium citrate plus 9 c.cm. blood. Three 
mice and one guinea-pig were inoculated intraperitoneally. 
The mice received 1/2, 1, and 2 c.cm. respectively, and 
the guinea-pig 3 c.cm. None of the animals showed any 
sign of disease, and all were alive and well four weeks 
after inoculation. 


Agglutination Tests.—Agglutination tests were carried 
out in Cases IT and IV. In neither was any agglutination 
obtained with the standard emulsions of B. typhosus 
(“H”’ and ‘‘O’'), B. paratyphosus A, B. paratyphosus 
B (“H"’ and ‘‘O’’), or Br. abortus Bang. The sero- 
logical test for glandular fever was completely negative in 
all dilutions from 1 in 4 to 1 in 4,000. In Case IV these 
tests were performed at the end of the third week of 
illness, but in Case II the time relation of the test to the 
time of onset was uncertain. 


Comment 
This small house epidemic appears to resemble those 
described by Cameron (1935) and Miller (1936), although 
there are some additional features. The result of inquiries 
made by the writer among a number of general practi- 


tioners appears to indicate that there has been a fairly 
widespread epidemic during the last few months, and 
further personal and hospital experiences leave me in no 
doubt that the epidemic is still widespread. According 
to Cameron (v.s.) the clinical differentiation from glandu- 
lar fever should offer no difficulty. 

I do not believe that the issue is necessarily so simple, 
and in a very critical account of glandular fevur (infective 
mononucleosis) by Baldridge, Rohner, and Hausmann 
(1926) a symptomatology is described (especially in the 
epidemic form) which is indistinguishable from that of 
the present series as well as from that of Cameron and 
Miller’s cases. The blood counts in these three series 
were too few to exclude glandular fever, but so far as 
these go do suggest a different disease in that a relative 
lymphocytosis was never present. Even so, however, 
Baldridge and others (1926) observed that ‘‘a leuco- 
cytosis of varying degree was present in most of the cases, 
at some time during the course. In general, cases with 
marked temperature reactions showed a leucocytosis with 
relative polymorphonuclear increase during the febrile 
period.’’ In one patient of the present series (Case II) 
there was enlargement of the axillary and inguinal glands, 
which Cameron states may be involved in glandular fever, 
but not in epidemic streptococcal adenitis. An important 
diagnostic point in the present series was the complete 
negativity of the agglutination test for glandular fever. 

I am of the opinion that an open mind on the aetiology 
of this symptom-complex must still be maintained, and 
that neither the streptococcus nor any other organism is 
yet established as the aetiological agent. It is hoped 
that this communication will lead to more intensive in- 
vestigation of further cases, preferably in an institution. 

I wish to express my indebtedness to Drs. Tudor Hart, 
A. N. Macbeth, J. Malleson, and Mr. W. M. Dickson for their 
valuable co-operation and help. 
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Clinical Memoranda 


Effect of Posture on Foreign Bodies in 
the Stomach 


It is obvious that a foreign body, such as a coin, button, 
or whistle, in the stomach will, when the patient is erect, 
gravitate to the lower pole. It is not, however, so 
generally recognized that when the patient is supine the 
foreign body takes up a position close to the cardiac 
opening, and will occasionally even re-enter the oeso- 
phagus. In either of these locations the foreign body 
remains out of reach of the pylorus, and there is there- 
fore no opportunity for expulsion. In the prone posture, 
especially if the left side is slightly elevated on a pillow, 
a coin or other smooth body will at once gravitate to 
the entrance to the pyloric canal, where it is soon gripped 
and passed out of the stomach. 

In a series of seven cases recently observed the patients 
were given the usual stodgy diet and placed in the 
position described for half an hour or so after each meal. 
The coins had been present for three to seven days, but 
after the adoption of this scheme were recovered in six 
cases and became a total loss in one case within twenty- 
four to forty-eight hours. The coins were five half- 
pennies (one child had swallowed two), two shilling 
pieces, and one penny (swallowed by a child aged 3 years). 
Very occasionally temporary delay may occur at the ileo- 
caecal valve, but this is the exception, and when once 
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past the pylorus evacuation usually eccurs within forty- 
eight hours. 

Should it become necessary to open the stomach for 
removal of a foreign body too irregularly shaped to pass 
through the pylorus, it must be remembered that such 
body will, it the patient is supine, be located near the 
cardiac opening. Raising the trunk or tilting the table 
so as to elevate the head end greatly facilitates removal 
by bringing the foreign body to the lower pole of the 
stomach. 

Irom the observation of numerous cases I have come 
to the conclusion that all coins having a diameter of 
1.25 inch (penny and half-crown) or less will pass out 
of the stomach within a few hours if the patient is placed 
in the prone position, preferably after a meal, and the 
coin is thus given an opportunity to reach the pyloric 
antrum. 

Dublin. 


C. L. McDonocH, M.D. 


Intraventricular Haemorrhage in a Child 


A few days ago I was called urgently to see a boy aged 
4 vears 10 months. The history was that after an 
apparently normal night he had got up in the morning, 
but soon after dressing himself he had begun to scream. 
At the same time he held his hands to his head, and 
seemed to experience agonizing pain there. He ran 
upstairs to his parents and shortly afterwards lapsed 
into unconsciousness. The parents stated that his limbs 
became rigid and twitched slightly. 

When I saw the child about an hour and a half later 
he was deeply unconscious. Both pupils were widely 
dilated. During the examination the arms went into 
spasm, which, however, was short-lived. Death occurred 
an hour or so later. 

Post-mortem Examination.—The brain did not present 
any very noticeable abnormality on the surface. There 
was no blood either on the convexity or at the base. 
Section of the left hemisphere revealed nothing abnormal. 
On opening the right hemisphere, however, the lateral 
ventricle was found distended with blood clot. The blood 
was strictly confined to the ventricular space, the brain 
substanee. itself being normal. 


D. LivinGsTonE Pow, F.R.C.S.Ed. 


Poisoning by Sodium Fluoride 


Hydrofluoric acid and the fluorides, from the commercial 
point of view, are chiefly noteworthy for the use of the 
acid for etching on glass. The aqueous solution of 
sodium fluoride has an alkaline reaction, and likewise 
attacks glass. It is used technically to prevent lactic 
and butyric fermentation in the manufacture of alcohol. 
A 0.5 per cent. solution destroys most bacteria. It does 
not coagulate albumin. The toxic nature of the chemical 
is due to its being, like sulphuric, hydrochloric, and 
nitric acids, a corrosive, the fumes of which can cause 
severe irritation and inflammation of the conjunctivae, 
mouth, and respiratory passages, 


including the 
themselves. 


lungs 

Like the oxalates, however, it is also a general proto- 
plasmic poison with a remote action. Chronic poisoning 
is characterized by slowly progressive wasting, anaemia, 
and brittleness of the bones. Among recorded cases of 
acute poisoning is that of a worker in a mineral water 
factory who drank etching liquid and died an hour later 
without any special clinical phenomena being noted. 
Silico-fluoride is used as an insect powder, and two fatal 
cases have been reported in this connexion, in one of 


CLINICAL MEMORANDA 


which half a teaspoonful was taken, fluorine being foung 
in various organs, including the kidneys and liver, 
From the therapeutic standpoint sodium fluoride has 
been used in the treatment of phthisis and toxic Roitre 
in doses of from 1/12 to 1/2 grain in very dilute Solution - 
similarly diluted it has been given hypodermically, It 
is with regard to the use of the fluoride as a dustin 
powder, however, that the following case is concerned, 


Case Report 


While taking charge of the practice of Dr. C. D. Maeme 
at Huddersfield I was called at 9 a.m. on September 13th, 
1935, to see a woman ona farm. Her husband informed me 
that they had been in the habit of using a mixture 9 
sodium fluoride and flowers of sulphur as a dusting powder 
for poultry. At 6.30 a.m. his wife, aged 49, thinking the 
tin contained flowers of sulphur only, had mixed a dessert. 
spoonful of the powder to a paste in treacle, and had takeg 
a teaspoonful of the ‘‘ brimstone treacle ’’ in order to “ cool 
her blood.’’ She thought it tasted unusual, and did not 
take a second spoonful, as intended. 

Ten to fifteen minutes later the woman became very sickly, 
and vomited. This was accompanied by an attack of watery 
diarrhoea, which lasted about ten minutes. After returning 
to bed she felt tingling pains in her legs, which began at 
the toes and worked upwards ; both legs ‘‘ went stiff,’ and 


her arms as well as her legs became very painful. Her face 
felt swollen. There was no actual abdominal pain. She had 


taken ginger-and-water, salt-and-water, and brandy. 


EXAMINATION AND TREATMENT 

When I saw her, almost three hours after the onset of the 
symptoms, the most striking feature was extreme cyanosis 
of the lips, with pallor of the rest of the face. The pulse was 
impalpable. She was quite clear-minded, but she had a 
sensation of impending death. There was a_ right-sided 
ptosis and a right external strabismus. 

I had her removed to Huddersfield Royal Infirmary, where 
she received oxygen and stimulants on arrival in the out- 
patient department. On transfer to a ward she received 
coramine in large amounts, strychnine, atropine, and radiant 
heat. The ocular paralysis became more marked, and there 
was diplopia. There was further retching and vomiting, but 
no recurrence of diarrhoea. 

Her pulse remained imperceptible for a considerable time 
after admission, but her general condition improved about 
midday. She now had great difficulty in swallowing. The 
pains in her legs persisted until next day, when there was 
nausea, headache, and drowsiness. She was, however, more 
or less normal in appearance, with a good colour and a slow 
pulse of good volume. She was discharged on September 17th. 
Che urine, though not examined for casts, had shown no 
albumin or other abnormality. 

I next saw the patient at her home on September 18th. 
The dysphagia still persisted, and her throat was dry, but 
there was no sign of inflammation. She felt snaky on het 
legs, which ached. Her eyes ached, but her pupils were 
equal, and reacted to light and accommodation ; she had 
difficulty in looking to her left. 

The subsequent history has been uneventful. The dys 
phagia lasted about fourteen days and gradually disappeared. 


The patient has apparently made a complete recovery. 


A sample of the sodium fluoride and sulphur, of which 
she partook, contained 26.5 per cent. sodium fluoride, 
and it is estimated that she took 5} grains of sodium 
fluoride, about ten times the maximum therapeutic dose. 
The accepted early treatment of poisoning by large doses 
is to wash out the stomach with lime-water or weak 
solution of calcium chloride, and to administer calcium 
chloride intravenously. 

I am indebted to Dr. Gordon, house-physician, Hudders- 
field Royal Infirmary, for information about the case Mm 


hospital. 
Ropert D. Bett, M.B., Ch.B.Ed. 


Bradford. 
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Reviews 


THE STOMACH AND DUODENUM 


The new book by Dr. EUSTERMAN and Dr. Batrour! is 
noteworthy production on the diseases of the stomach 
and duodenum. The authors in the past have themselves 
contributed largely to the medical and surgical aspects 
of the subject. They have been assisted in this book 
by men who have undertaken special parts in regard to 
which their names are famous outside the Mayo Clinic. 
The resources of the Clinic in regard to material have 
peen laid under contribution, and the collected statistics 
of observations on many thousands of patients have been 
used as such statistics should be: the broad implications 
are indicated and the general lessons shown, thus serving 
as a useful guide to knowledge and as a steadying control 
of otherwise uncertain clinical impressions. 

Twenty per cent. of the patients whose leading symp- 
toms were chiefly those of gastric disturbance were found 
to be suffering from organic disease of the stomach or 
duodenum. In another 25 per cent. the condition was 
regarded as functional, there being no demonstrable 
change in organs or tissues of the body. Some of the 
latter patients were followed up for years, and a sufficient 
number had been explored at operation to exclude peptic 
ulcer or any other intra-abdominal lesion as being respon- 
sible for the disorder. Useful information is contained in 
the chapter on dyspepsia in regard to the management 
of these patients with neurasthenia and gastro-intestinal 
symptoms. The bulk of the book is taken up, however, 
with the organic diseases of the stomach and duodenum, 
with full discussion of the symptoms, diagnosis by clinical, 
chemical, and radiological methods, and, of course, the 
treatment. 

The sections devoted to surgical treatment, involving 
as they do descriptions and discussions of many alternative 
methods, take up a great deal more space than the 
medical treatment of duodenal and gastric ulcer and of 
cancer of the stomach, but medical treatment of these 
complaints is fairly and fully described. Indeed three- to 
five-year cures of gastric ulcer were observed in 75 per 
cent. of the authors’ cases, but they rather discount the 
credit for the method by saying that they selected for 
medical treatment chiefly those patients who could be 
expected to make a favourable response, advising opera- 
tion on all other patients, including those whose response 
to treatment was not satisfactory at the end of two weeks. 
The balance is maintained, but by compensating in the 
opposite direction : in a condition like hypertrophic pyloric 
stenosis of infancy the medical aspects of treatment 
occupy two pages of discussion and the established surgical 
procedure (Rammstedt’s operation) is described in one and 
a half lines. 

The carcinomatous degeneration of simple gastric ulcer 
comes in for some discussion. Possible carcinomatous 
changes observed in sections of the wall of chronic ulcers 
may be susceptible of different interpretation by patho- 
logists. From the practical point of view it is pointed 
out that small ulcerating carcinomata, or carcinomatous 
ulcers, especially the latter, may present symptoms and 
signs typical of, or indistinguishable from, those of benign 
ulcer. And every effort of the clinician, helped by the 
most careful radiological and biochemical means, should 
be made to come to a clear and early diagnosis of the 
small localized gastric lesion which is alone susceptible 
to radical and successful surgical treatment. 


'The Stomach and Duodenum. By George B. Eusterman, M.D., 

F.AC.P., and Donald C. Balfour, M.B., M.D., LL.D., F.A.CS., 
F.R.A.C.S., and Members of the Staff of the Mayo Clinic and 
Mayo Foundation. Philadelphia and London: W. B. Saunders 
Company. 1935. (Pp. 958; 436 figures. 45s. net.) 


The clinical syndrome of duodenal ulcer has had so 
much real elucidation by the work of the Mayos and 
their assistants that the discussion of the problems of 
its diagnosis and treatment naturally fills a large portion 
of the book. Here the number of patients treated and 
the efficient follow-up system enable statistical estimates 
to be used with a reasonable degree of accuracy. Of 
those who underwent intensive medical treatment in hos- 
pital, cure or satisfactory relief was obtained in 65 to 75 
per cent. In a patient with duodenal ulcer who requires 
operation the assurance can be given that some type of 
operation provides permanent relief of symptoms in more 
than 90 per cent. of cases. Apparently good results can 
be secured by a variety of procedures. But it is only 
when these procedures are correctly applied that such 
results are obtained. 

Duodenitis in association with or apart from duodenal 
ulcer is a matter of difficulty in diagnosis and treatment. 
The authors find that the condition of chronic gastritis, 
which is looked on as relatively important in European 
pathological and clinical work at the present time, is 
in the United States regarded with less significance, except 
in the familiar forms associated with pernicious anaemia, 
with chronic alcoholism, and with chronic lesions of the 
stomach and duodenum. Only under exceptional circum- 
stances is the diagnosis of chronic gastritis made in the 
Mayo Clinic, and the authors relegate even cases of achylia 
gastrica to the group of functional dyspepsias. 

It is not possible to deal individually with the con- 
tributions of the authors and their eleven colleagues to 
this admirable book, but if one bit may be singled out 
it is the chapter on haemorrhage from the stomach and 
duodenum. This is a charming example of the clarity of 
exposition and the controlled use of statistics which really 
characterize the whole book. The production is sump- 
tuous, the illustrations ample and clear. The literature 
cited includes all the standard textbooks and classical 
articles in European languages, but the current literature 
is mainly from American journals. It is, however, suffi- 
cient. The book is the most up-to-date and complete 
exposition available on the subject of diseases of the 
stomach and duodenum. 


PROLEGOMENA TO HYGIENE 


Just as navigation looks back to astronomy, aviation to 
meteorology, and gunnery to mathematics, so also the 
practice of hygiene, which is the art of healthy living, 
looks back to its own particular fundamentals in the 
group of biological sciences which have to do with the 
structure and reactions of the body of man. In works 
on hygiene for medical readers there is, as a rule, a 
rather agreeable, if not always too cogently reasoned, 
mingling of principle and precept, on the assumption, 
which is largely justified, that the reader remembers 
enough of his physiology or bacteriology, as the case may 
be, to link up with the matter in hand. In catering, how- 
ever, for the lay reader, whom duty or curiosity impels 
to take up the subject of hygiene, such an acquaintance 
with the fundamentals is not to be expected, and it is 
entirely proper that, before he is introduced to the rules 
of healthy living, he should be provided with some 
information on the principles involved. 

Dr. THomas A. Storey of Stanford University has 
published a very readable volume? in which these prin- 
ciples are set forth as a prelude to a subsequent volume 
on the practice of hygiene which is to appear in due 
course. Among the topics discussed are biology, cytology, 


2 Principles of Hygiene. By Thomas A. Storey, Ph.D., M.D. 
Revised edition. California: Stanford University Press ; London: 
H. Milford, Oxford University Press. 1935. (Pp. 524; 66 figures. 
16s. net.) 


Br 
| 
| 
t,”” and 
ler face q 
She had 
| 


888 May 2, 1936 


heredity, nutrition, anatomy, exercise, play, and rest, 
together with hygiene in its defensive aspects, including 
the excess diseases, heredity again, industrial disease, 
parasitology, bacteriology, immunity, and the psychic 
factor in health. Addressing himself, as he does, to the 
college student, not, we presume, necessarily medical, the 
author covers his extensive field in an adequate manner. 
His handling of genetics in particular is, we think, 
exemplary. He explores the intricacies of the subject 
with a happy facility of phrase which is sometimes 
indeed almost misleading in its apparent simplicity. 


OTO-RH!INO-LARYNGOLOGY 
The appearance of a fourth edition of Diseases of the 
Nose, Throat, and Eay,* edited by Dr. LOGAN TURNER, 
is evidence of continued popularity and confidence in the 
book and its authors far beyond its place of origin. Dr. 
Logan Turner now disclaims any share in the work as 
author, but continues to act as editor, the section on 
the paranasal sinuses for which he was formerly respon- 
under the names of G. Ewart Martin 
Scott, though there is very little change 
from the section in the previous edition. In the last 
section, on diseases of the ear, always an outstanding 
contribution, J. P. Stewart is now associated with the 
original author, J. S. Fraser. There are now six authors 
under the editor, the other two being Douglas Guthrie and 
J. D. Lithgow, both contributors to the original com- 
pilation. The last-mentioned has revised the section on 
the larynx, and the chief improvement to be noted in 
an excellent textbook is that all sections bear a proper 
proportion to one another. It remains an ideal aid for 
the senior student and practitioner, without the detail 
necessary for the specialist. 


sible now appearing 
and Charles E. 


A HANDBOOK OF SURGERY 
The Handbook of Surgery,* by Mr. Eric C. MEKIE of 
Edinburgh, should be very helpful to the student pre- 
paring for his final examination in as well as 
to the graduate who needs a brief and systematic revision 
of certain aspects of general surgery. In a _ foreword 
Professor John Fraser points out that the author has 
already established a reputation as a lecturer who is able 
to impart his knowledge in an attractive and convincing 
manner, and recommendation 
of this volume ir towards its successful launch- 
ing. It may be taken for granted that a 
intended to accompany the more ambitious systematic 
works which occupy the bookshelves of the 
author’s intention 


states that it is expressly designed for thx 


surgery 


Professor Fraser’s strong 


c} 


1d 
nouid 


handbook is 


student, and 


this is clearly the because he 


last minute ”’ 


here, 


revision and is but a supplement to the !irger textbooks. 
With gracious modesty he acknowledges his debt of 


teachers, stating that what is of real 


eratitude to his 
value in the book is theirs. 


The text is methodically set oyt under appropriate 
i lexed, and the type is clear and very 

1 is the paucity of illustrations. 
There are only twenty-four figures in nearly seven hundred 
which are present, 
should have liked to see 
more of them ; in other respects we have nothing but 


headings, is well ine 
readable. Our one criticisn 
pages of text. Those line drawings 


iowever, are excellent, and we 


Diseases of the Nose, Throat and Kar. For Practitioners and 
Students. Edited by A. Legan Turner, M.D., LL.D., F.R.C.S.Ed. 
Fourth edition, revised nlar; Bristol: J. Wright and 
Sons, Etd.; London: Simpkin ul, Ltd. 1936. (Pp. 473; 
243 figures, 21 plates, 8 ci net.) 

* Handbook Surge) C. Mekie, M.B., Ch.B., 
F.R.C.S.Ed. Edinburg | S. Livingstone. 1936. (Pp. 699 ; 
24 figures. 12s. ¢ lie 6d.) 


REVIEWS 
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the highest praise for this little work. It may be said 
to represent an excellent summary of the current teaching 
of the Scottish school of surgery, and its appeal should 
be world-wide. The handbook comes from the house of 
Livingstone, whose reputation for the production of such 
works is already very high. 


LIGHT TREATMENT IN BRIEF 

A simple little book on the practical aspects of the thera. 
peutic application of light to the human body* hag been 
written by Dr. ErizAberH ANDERSON for massage students 
in the belief that no manual suitable for them was in 
existence. Textbooks on light treatment deal necessarily 
with the theoretical side of the subject, and are often 
lacking in those practical details which are of such impor- 
tance in the actual administration of treatment. Dr. 
Anderson does not discuss the physics of light or the 
theories of its physical properties, which can be found 
in any textbook, but, having briefly described its effects 
on the body, she considers in detail the technique of the 
actual treatment of patients, giving special attention 
to the determination of correct dosage and the need for 
careful observation of patients’ reactions to treatment, 

The author mentions some diseases and groups of dis. 
orders for which actinotherapy is often prescribed, calling 
attention to points indicating the need for modifications 
in treatment, and the results that may be expected. In 
writing only a sentence or two about serious conditions 
she is successful in avoiding misleading generalizations, 
but occasionally creates false impressions. For instance, 
on page 65, when she says, ‘‘ No strikingly ‘ slimming’ 
effects should be promised, however, unicss the obesity 
is due almost wholly to endocrine disturbance,” the 
reader will jump to the conclusion that striking results 
are a foregone conclusion in these conditions. And on 
pages 29 and 30 she is not convincing enough on the 
desirability of goggles being worn by both patient and 
operator during treatment. 

Essentials of Light Treatment certainly contains all 
the practical information that a masseuse ought to have, 
but it strikes the reviewer as being almost too simple and 
leaving nothing to provoke thought. The feeling remains 
that an intelligent masseuse is worthy of a better book, 
but a iess intelligent person may treat patients in a 
satisfactory manner if she has the contents of this work 
at her command, 


DENTAL MEDICINE 
The Principles of Dental Medicine, by Dr. F. W. 
BRODERICK, 1S not a students pre- 
paring for an examination. It is a book for the busy 
dental surgeon to settle down to in the evening in his 
Not that this is in any way ‘‘ a book to pass 
On the contrary, it is very strenuous 
and often rather surprising reading. The reader must be 
prepared to wrestle with new conceptions in medical 
science, with disequilibrium of the colloidal state, and 
with the novel ideas of the nature and origin cf disease 

R. McDonagh. 

Emerson in one of his essays remarks: ‘‘ Truly speak- 
ing I can receive instruction from no man, only provoca- 
tion.”’ intellectual 
book to last a dental surgeon a good span of his working 
life. However, there are quieter waters ahead, and if the 


textbook for dental 


armchair. 
the time away.’’ 


propounded by Mr. J. E. 


There is provocation enough in this 


5 The Essentials of Light Treatment. For the Use of Masseuses. 
3x Elizabeth M. Anderson, M.D., B.S. London: Bailliére, Tindall 
and Cox. 1935. (Pp. 84. 5s.) 

- The Principle s of Dental Medic ine The Medical Aspects of 
De nial Disease. By F. W. sroderic k, M.R Gs Lak ( L.D.S. 
Second edition, revised and rewritten. Lendon:; H. Kimpton, 
1936. (Pp. 575; 27 figures. 30s. net.) 
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— 
reader will persevere up to the sections dealing with 
dental medicine and the relation of dental to general 
medicine he will find the effort well rewarded. To read 
and reflect on the principles and on the philosophy pro- 


pounded in this volume will greatly enrich the dental 


surgeon’s mind. 


Notes on Books 


Gray’s Anatomy as a rule needs no commendation, but 
an exception must be made in the case of the twenty- 
sixth edition (Longmans, Green, 42s.). This, like its two 
immediate predecessors, has been edited by Professor 
T. B. Jounston. The section on osteology has been 
largely rewritten with a view to making it more suited 
to the requirements of junior students without diminishing 
its value for their seniors. A great measure of success 
has undoubtedly been achieved in this difficult task, 
partly by textual revision and partly by the changes 
made in the type used to bring out more clearly the 
principal features of the individual bones. The illustra- 
tions have been carefully reviewed from this standpoint, 
and some replacements, as well as additions, have been 
made. More prominence is now given to the description 
of the skull as a single entity, the details of its con- 
stituent bones being relegated to smaller type. Other 
sections have also been enlarged and brought up to date 
by the incorporation of the results obtained by recent 
research work in this country and abroad. With regard 
to nomenclature, this edition utilizes the British revision 
of the B.N.A., but where the original B.N.A. terms 
hitherto used in this textbook have been modified 
they are now inserted in parentheses after the revised 
terms. A comprehensive glossary of comparative terms 
appears at the beginning of the volume. The total 
number of illustrations is now 1,323 ; of the 363 figures 
in the first edition 104 are still retained. Mr. J. E. 
Clapton has adaed 103 new illustrations to those he had 
contributed to earlier editions. 


For the tenth year of its issue the Therapeutic Annual,’ 
by Dr A. Ravina, has now appeared ; it is devoted to 
advances in treatment during 1935. As usual this 
volume is in two parts, one concerned with diseases and 
symptoms, and the other with methods and _ special 
measures. For a concise survey of recent trends in 
French therapeutic methods this is a useful little book. 
A special index of material dealt with in the preceding 
four years has been usefully included. 


The supplement of Thorpe’s Dictionary of Applied 
Chemistry* has now been completed by the appearance of 
a third volume containing the index and a glossary of 
special terms. The latter is an innovation which is very 
welcome, since applied chemistry has acquired a large 
and very specialized vocabulary. 


In England and the Neary East—The Crimea (Longmans 
Green, 25s.) Professor HaroLD TEMPERLEY has produced 
a classic work. His aim has been to trace England’s 
relations with the Near East during the period which 
culminated in the Crimean War. The web of events 
leading up to this war is of such diverse complexity that 
its unravelling demands the highest degree of scholarship 
and industry. Professor Temperley has risen to the task. 
At the same time he has succeeded in writing an intensely 
interesting narrative and in filling in with remarkable 
clarity the appropriate racial and geographical back- 
ground. There are some excellent maps, which show 
only what is relevant, and ample appendices, indexes, 
and bibliography. The book is, in fact, a masterly work, 
which will be indispensable to future students of Near 
Eastern problems. 


Dr. A. Ravina, Dixiéme Année, 1935. Paris: Masson et Cie. 
1936. (Pp. 196. 18 fr.) 

Lhorpe’s Dictionary of Applied Chemistry. Supplement, 
Vol. III. Glossary and Index. By Jocelyn Field Thorpe, D.Sc., 
F.R.S., and M. A. Whiteley, D.Sc. London: Longmans, Green 
aod Co. 1936. (Pp. 166. 2Is. net.) 


Preparations and Appliances 


A TONGUE DEPRESSOR FOR SPEECH THERAPY 


From time to time we have to deal with speech defects in 
which there occurs the substitution of a throat ‘‘r’’ for the 
English “1.” The fault is largely one of tongue movement 
and control—the back of the tongue is raised unduly and the 
tip used incorrectly. The usual methods of correcting similar 
substitutions have been found unsatisfactory, and a mechanical 
means of re-educating the tongue has been introduced. With 
the co-operation of the firm of Philip Harris and Co., Ltd., 
Birmingham, a modifica- 
tion of the B. Seymour 
Jones tongue depressor 
was devised and is now 
available. The blade of 
this depressor was 
widened slightly and the 
centre cut away to leave 
an aperture through 
which the anterior part 
of the tongue can 
establish contact with 
the front of the hard 
palate while the back 
of the tongue is held 
down. The handle con- 
tains a groove on one 
side into which the 
thumb fits, and there 
is a hook at the lower extremity which supports the 
side of the hand; accordingly a very firm grip can be 
obtained, and considerable pressure applied to keep the back 
of the tongue down. This arrangement was present in the 
original, but in the modification the angle was reversed so 
that the instrument might be held by the patient rather than 
by the speech therapist. We have found the instrument 
useful in all cases of substitution of back for front stops and 


R. Kemp, M.B., Ch.B., 
Assistant School Medical Officer. 


HESTER ROSSER, 
Speech Therapist, Birmingham 
Education Committee. 


FISSAN PREPARATIONS 


Fissan preparations (Genatosan Ltd.) are dusting powders 
and ointments prepared according to a special method. 
Diatoms form the basis of the powder, and these are treated 
with colloidal fluoro-silicate and a small amount of milk 
albumin. The result is a very light, smooth powder with 
high absorptive capacity. A number of compound powders 
have been prepared from this basis—for example, sulphur, 
ichthyol, and silver, etc.—and the powder also has been used 
for the preparations of pastes, ointments, oil, and lotion. 


VIPER VENOM STYPTIC 

Stypven (Burroughs Wellcome and Co.) is a preparation of 
Russell viper venom prepared for local use as a haemostatic. 
It is issued in the form of dried venom, together with ampoules 
of sterile water for solution. The venom in solution main- 
tains its activity for about a week. The preparation is 
specially intended for use in minor operations, such as 
extraction of teeth in haemophiliacs. The remarkable haemo- 
static action of Russell viper venom in haemophiliacs was dis- 
covered about two years ago, but its use has been limited 
by the difficulties in obtaining material. It is obvious that 
a powerful haemostatic of this nature may find numerous 
uses in general surgery. 


LYSANTOL ANTISEPTIC 


Lysantol (Allen and Hanburys Ltd.) is a new antiseptic which 
has a Rideal-Walker coefficient of 4 and is miscible with 
water, giving a translucent solution. It has a pleasant odour, 
and is non-irritant even when applied in an undiluted state. 


DIABETIC PREPARATIONS 


We have received the following diabetic preparations from 
the Barton Laboratories (10, Exhibition Road, South Ken- 
sington, S.W.7): (1) sugar-free condensed milk, from which 
all lactose has been removed; (2) diageen, a _ starch-free 
thickener, which can be used for the preparation of sauces, 
jellies, soups, etc. 
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THE PHYSICIAN AS NATURALIST 


A common matter for debate in medical journals, 
especially at a time when the medical curriculum is 
under revision, is the relative importance to medical 
observation and Certain 
sciences, such as chemistry, physics, and modern 
Others, like 
zoology and astronomy, are observational. In_ the 


science of experiment. 


physiology, are essentially experimental. 


biological sciences as a whole it would seem that we 
can dispense with neither method, though experiment 
in the future is likely to play a much larger part than 
heretofore. In the introductory chapter of his recent 
book of collected addresses,' Professor Ryle points out 
that there is actually no great dividing gulf between 
the two methods, and quotes Huxley’s dictum that 
‘artificial observation.’’ The 
uses the slow, vast, and difficult experi- 
experimenter ’ 
to modify and control the conditions so that a precise 


experiment only 
observer ’ 


ments of nature. The endeavours 
answer is obtained to his questionings. The two 
Clinical science 
is essentially observational, however, and the present 


methods are indeed complementary. 


scope of human expersnent is, for obvious reasons, 
small. Sydenham, Heberden, Bright, and Addison 
were shrewd clinical observers, whose steady accum- 
knowledge science of 
medicine in the best traditions of a line of physicians 
extending back to Hippocrates, the first among 
physicians and one of the greatest of early natural 
philosophers. The late Sir William Gairdner of 
Glasgow pointed out that the word physician must have 
implied not a healer but a student of ¢tovs, or nature ; 
and the good physician must be a humble, reverent, 
and exact follower and student of nature. 


mulations of advanced the 


Professor 
Ryle makes a plea for the prosecution of clinical 
observation, a matter which is within the scope of 
everyone, whatever his practice and surroundings may 
be. Although the medical journals of to-day are so 


largely occupied with results of biochemical, — bio- 


physical, and bacteriological research, there is, he 


believes, ample scope and genuine need for plain 


clinical description and _ discussion. Laboratory 


methods are necessary in the ancillary sciences, and 
the information gained has done much to advance 
the practice of healing. They can be reduced to a 
minimum once the results so obtained are assimilated 
into practice. 

Professor Ryle proceeds to discuss the training and 
use of the senses in clinical work, considering in turn 
sight, touch, hearing, and smell, mentioning some of 
their opportunities at the bedside, and some of the 


By John A. Ryle, 


* The Natural History of Disease 
» London: H. Milford, Oxford University Press. 


M.A., M.D., 


(18s. net.) 


ways in which the acuity and efficiency of each may 
be improved. He believes that a multiplication of the 
instrumental aids at his disposal may serve to blunt 
the primary faculties of the physician. Similarly, the 
opaque meal and enema ; pyelography and chole. 
cystography ; the electrocardiograph ; methods of blood 
analysis ; the various chemical tests for gastric, 
hepatic, pancreatic, and renal efficiency ;  broncho. 
scopy, lumbar puncture and its developments, and eyen 
the exploratory operation, may give an overwhelming 
zest for objective information ‘to the neglect of the 
study of the patient's symptoms. Of these pain, jp 
one form or another, is the most frequent and often 
the most urgent. The study of visceral and referred 
pain is especially difficult, but well repays careful 
elucidation of its character and attributes. Other 
symptoms are a part of morbid physiology ; they 
express disturbances of function. At first they seem 
baffling to the student, so that teachers begin with the 
more objective physical signs. In practice, however, 
an understanding of symptoms grows ; and this is the 
more advantageous in that the disorders met with in 
out-patient or private work are not characterized by 
gross physical signs, for these depend upon advanced 
structural change. Symptoms may be not only earlier 
but also more eloquent than signs, and have thus a 
particular value for the contributions which they make 
to early diagnosis. The study of symptoms is com- 
mended both for their own sake and for the sake of 
the patient, and also for the sake of the physician’s 
This study, in spite of the 
lead of Mackenzie and others, still suffers neglect in 
this generation, though it offers a wide field of research 
conscientious practitioner. System and 
together with an inquiring 
mind, and the only essential apparatus for research is 
a good card index. 

In his role of naturalist the physician is, or should 
be, above all a student of the natural origins, associa- 
tions, and sequences of disease, and in this capacity 
he can best make his contribution to prognosis and 
to therapeutic principles. Much of the present-day 
literature consists of what might be regarded as cross- 
sections of complaints—statistical or impressionistic 
aspects of particular bits. These need to be combined 
and enrolled into a new life history or natural history 
of the complaint as a whole. There is an evolution of 
knowledge, a classification, a differentiation, and a 
synthesis. The ‘‘ continued fevers ’’ of earlier times 
became typhus and typhoid in the last century ; pre- 
War experiences in tropical countries and war-time 
observations enabled paratyphoid fevers to be divided 
off ; and the typhoid fever section of textbooks of the 
beginning of the century is now rewritten as several 
nosological entities. Professor Ryle contributes useful 
summaries of the natural history of duodenal ulcer, 
and the syndromes associated with streptococcal and 
staphylococcal fevers and infections with the common 
colon bacillus. Disorders of the controlling circulation 
come in for discussion, especially the influence of 
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for every 
patience are necessary, 


THE PHYSICIAN AS NATU 
— 
di 
tl 
| 
| 
} 
| 
| 
| 
| 
| 
| 
| 
| 
| 
us 
| 
| 
| 
| 
| 
| 
} 
wif 
| 
: 
~ 
| 
| 


RITTER 


ch May 
1 of the 
blunt 
tly, the 
Chole. 
blood 
£astric, 
roncho- 
Id even 
lelming 
of the 
in 
often 
eferred 
careful 
Other 
they 
Seem 
th the 
vever, 
is the 
ith in 
od by 
anced 
-arlier 
nus a 
make 
com- 
ke of 
‘ian’ s 
the 
ct in 
and 
iring 
is 


ould 
Cla- 
city 
and 
day 
Oss- 
istic 
ned 
ory 
of 
la 
nes 
re- 
me 
led 
the 
ral 
ful 


May 2. 1936 


MEASLES IN LONDON 


Tue Br 
891 


changes in the coronary, systemic, and renal circula- 
tion. In modern times many symptoms and much 
disability arise in the cardiovascular system, and in 
every patient opinion as to recovery and outlook in 
life must be guided by the “ state of the arteries.”’ 
There is, too, the interesting factor in morbidity of 
the influence of the patient’s constitution. That some 
patients and some families react in a specific way to 
certain diseases, that variation in the character and 
course of a disease may occur from such matters as 
the patient’s temperament and diathesis, is a subject 
for record and research by the family practitioner, 
who alone has the material available for first-hand 
observation. 

Throughout this interesting book there is the 
insistence on the physical basis of symptoms and their 
use as guide and director. It will act as a stimulus 
to the younger generation of medical practitioners to 
find in their daily round opportunities for recording 
their observations ; and a reminder to the older ones 
that sound and thorough work, even routine, can be 
educative. It augurs well for the quality of the 
teaching the author’s students will receive. There is 
no disease of which a fuller or an additional description 
does not remain to be written ; there is no symptom 
as yet adequately explored. All may seek to advance 
knowledge ; it remains only to prove all things and 
hold fast to the good. 


MEASLES IN LONDON 


The present time is opportune for the publication by 
the London County Council of the report’ of the 
Medical Officer of Health and School Medical Officer 
on the measles epidemic of 1933-4, as London is now 
in the throes of a measles epidemic of considerable 
magnitude and severity. The appearance of special 
reports on measles—this is the fourth of the series— 
is a biennial event almost as constant as the epidemics 
themselves, albeit at a considerable interval after them. 
The present report, which has been prepared under 
the general editorship of Dr. J. A. H. Brincker, sum- 
marizes briefly the main features of the previous three 
reports, and deals fully with various aspects of the 
1933-4 epidemic. Part I is devoted mainly to the 
epidemiological and administrative aspects of the 
epidemic as it affected the twenty-eight London 
boroughs, and clinical and immunological matters are 
discussed in Part II. 

The 1933-4 measles epidemic was somewhat slower 
both in onset and in.evolution than its predecessor. 
Towards the end of October, 1933, the numbers of 
measles cases reported in the elementary schools rose 
from the interepidemic level of some fifty a week to 
double that number, while towards the end of 
November about 250 fresh cases occurred each week. 
By the end of January, 1934, the weekly number had 


"Measles. Report of the Medical Officer of Health and School 
Medical Officer on the Measles Epidemic, 1933-4. Published by the 
London County Covnci!. (1sJ 


risen to 700 by a slow and steady process ; thereafter 

the rise was steep, reaching the maximum at the middle 

of March, when 2,760 cases were reported from the 

schools for the week ended March 17th. The fall of 

the epidemic was even more steep than the rise, and 

by the end of August a mere forty-odd fresh cases 

were being reported weekly. The epidemic was at an 

end. Compared with its immediate predecessor the 

epidemic was large: during the period November Ist, 

1933, to August 31st, 1934, a total of 59,163 cases were 

reported in the twenty-eight London boroughs, com- 

pared with 55,545 cases for the same period in 1931-2 
(in twenty-seven boroughs). The incidence was highest 
among children in the 5 to 6 years age group, instead 
of in the 4 to 5 years group, as in the previous 
epidemic. The case mortality at all ages was 1.51 per 
cent., compared with 1.6 per cent. for 1931-2. The 
maximum rate, 7.86 per cent., was seen in the 1 to 2 
years age group, followed closely by a rate of 6.98 per 
cent. for infants under 1 year. Fatality declined 
steeply to fractions of 1 per cent. among subjects of 
3 years and upwards, but rose to 1.39 per cent. at 
ages of 14 years and over. The pressure on hospital 
accommodation began to make itself felt at the begin- 
ning of January, 1934, when convalescent cases of 
scarlet fever and diphtheria were sent in large numbers 
to the country hospitals, and the vacated wards were 
allocated to measles patients. The highest number of 
patients under treatment on any one day was 3,696, 
on April 10th, 1934, compared with 2,767, the previous 
highest, on April 10th, 1932, and the highest number 
admitted on one day was 139, on April 3rd, 1934. The 
total number admitted to the Council’s fever hospitals 
during the ten months of the epidemic under review 
was 13,464, compared with 11,526 during the same 
period in 1931-2. The case mortality for the two 
epidemics differed but slightly—5.52 per cent. in 
1933-4, compared with 5.61 per cent. in the previous 
epidemic. In the former the death rate was relatively 
lower in children under 3 years of age, but higher 
among children at all ages suffering from broncho- 
pneumonia. 

It is idle to compare the hospital death rate with the 
general death rate, as presumably a majority of the 
cases sent to hospital suffered from conditions which 
seriously prejudiced their chances of recovery. No 
ready means of effecting a direct comparison between 
the two groups are available. It is nevertheless the 
considered opinion of many workers that an appre- 
ciable proportion of those admitted to hospital could 
equally well have been treated at home, provided 
parents availed themselves of the advantages of home- 
nursing facilities afforded by the borough councils. 
There has been within recent years a tendency to seek 
admittance of measles patients regardless of severity 
of clinical attack or of the home hygienic conditions, 
and as the accommodation has proved adequate no 
restrictions have been placed on the type of cases 
accepted. The results of an experiment, carried out 
with the co-operation of the borough councils and the 
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school medical service, whereby home contacts were 
allowed to attend school, are of considerable moment 
in determining future policy. The contacts were 
examined daily by the school nurses, and kept under 
supervision by the teachers for evidence of measles. 
Of 9,878 contacts so ninety-one were 
observed to develop measles and were forthwith 
excluded from school ; 321 were excluded on account 
of symptoms suggestive of measles, and 187 of these 
actually developed the disease. During this period 
796 were absentees for a variety of reasons. It appears 
permissible to deduce that between 7,000 and 8,000 
home contacts were enabled to attend school for a 
period of two to three weeks without appreciable risk 
Indeed, those 
who actually developed measles might be considered to 
have benefited thereby, as it is probable that the 
disease was detected, and appropriate measures insti- 
tuted, by the school staff at an earlier stage than at 
home. Moreover, by allowing contacts to attend school 
the risk to the members of the family under school 
age is appreciably minimized, while the presence of 


supervised 


to themselves or to their neighbours. 


infection in dilute form among fellow pupils may 
conceivably raise the immunity level of the school 
population by a process of subclinical infection. As 
the epidemic gathered momentum there was an appre- 
ciable rise in the incidence of complications and con- 
current infections, which the pressure on the available 
At the same 
time admission was sought for a growing number of 


bed accommodation tended to increase. 


patients who were suffering from another infectious 
disease or were contacts of such, making correspond- 
ingly larger demands upon the available isolation 
In the absence of sufficient isolation, 
immunization fever and 
diphtheria was practised at three hospitals and was 


accommodation. 
passive against scarlet 
found to lead to virtual disappearance of those two 
diseases, diminution of measles complications, and an 
appreciable reduction in the average stay in hospital. 
The incidence of otitis media and the difficulties of 
carrying out routine treatment 
measures in young children are discussed in a special 


examination and 


section of the report. 

The greater part of this as of the last report is 
taken up with a description of the administrative 
arrangements for the collection of immune measles 
blood, the technical procedures involved in the pre- 
paration of serum, and an exhaustive statistical analysis 
ot the clinical results following serum administration, 
1 connexion with which the co-operation of Mr. W. T. 
Russell of the Department of Epidemiology and Vital 
Statistics, London School of Tropical Medicine and 
The schedule of doses and the 
conditions of administration regarded as essential for 


Hygiene, was secured. 


a successful issue were practically the same as those 
Briefly, the results 
1,874 individuals inoculated 


described in the previous report. 
are these: among the 
adult serum gave a protection rate of 78.2 per cent., 
compared with a rate of 77.9 per cent. during the 
previous epidemic ; but the convalescent serum results 
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were appreciably inferior, the protection rates being 
80 per cent. as against 87.8 per cent. in 1931-2, The 
attenuation results were also less successful, 38.5 per 
cent., compared with 40.2 per cent. Important cop. 
clusions, supported by weighty statistical evidence, are 
reached on such problems as the influence on the results 
of serum administration of the exposure-injection 
interval, the intensity and duration of exposure, the 
presence of intercurrent disease, and the stage of the 
epidemic. The tables, main and _ subsidiary, are 
arranged in a novel fashion, designed to enable the 
reader to study both text and figures at the same time, 
Although the various analyses give ready proof of the 
efficacy of the method and the constancy of the results 
of serum administration, whether adult or convalescent, 
the report ends cautiously: 

““It may well be that one should not expect results 
greatly superior to those recorded here. In any large 
experience there must be exceptional cases such ag 
instances of enormous doses of the causative virus, or of 
abnormal susceptibility in the individual: this residuum 
will always tend to keep the proportion of successes below 
100 per cent.” 


KARL PEARSON 
The sudden death of Emeritus Professor Karl Pearson 
in his eightieth year has removed one of the most 
forceful personalities of our time. Karl Pearson, who 
was born in 1857, after graduating third wrangler, 
studied widely in Germany, and, before his appoint- 
ment to the chair of applied mathematics in University 
College, London, lectured and wrote on a wide range 
of subjects. In the early ‘nineties he published the 
Grammar of Science, which many older readers will 
recall as one of the most suggestive books of. their 
youth. About this time he became interested in 
Francis Galton’s work, and Galton’s Natural Inheritance 
awakened an enthusiasm for the application of mathe- 
matical-statistical methods to the study of biological 
problems, especially the problems of inheritance. In 
collaboration with his colleague the late W. F. R. 
Weldon, and with the approval and support of Francis 
Galton, he founded the journal Biometrika, and for the 
rest of his life biometry and eugenics were his primary 
interest. Although it was not until 1911 that he was 
able to devote the whole of his time to these subjects, 
he had around him at the end of the last century 4 
smal] group of enthusiastic pupils, among others Pro- 
fessor L. N. G. Filon, F.R.S., recently Vice-Chancellor 
ot the University of London, and Mr. G. Udny Yule, 
F.R.S., and, a few years later, Professor Raymond 
Pear! of Johns Hopkins University, Professor Major 
Greenwood, F.R.S., Dr. David Heron, and Dr. Ethel 
Elderton. At first his metheds excited considerable 
opposition among biologists, which his very trenchant 
coniroversia] methods were not calculated to diminish. 
Our own columns were not infrequently the scene of 
fierce battles between Professor Pearson and eminent 
members of our profession. Gradually, however, the 
profession realized that Lord Kelvin’s dictum*—which 
oe When vou can measure what you are speaking about and 
express it in numbers, vou know something about it, but when you 


cannot measure it, when you cannot express it in numbers, your 
knowledge is of a meagre and unsatisfaciory kind.’’ 
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motto for one of his volumes of 


Pearson used as a 
tables—had (as Louis claimed a century ago) its 
application to medical problems. More, and more 
accurate, use of statistical methods has been made by 
medical investigators, and the great majority of the 
methods were invented or improved by Karl Pearson. 
Those who had the privilege of his personal acquaint- 
ance are never likely to forget the impression he made. 
He was undoubtedly one of the most inspiring teachers 
of his time ; a brilliant lecturer and writer, and never 
too busy to help the merest tyro. His range of know- 
ledge was immense: had he left nothing but what he 
would have regarded as parerga, historical and _ bio- 
graphical papers, his reputation would still have been 
assured. No doubt, like many men of immense energy 
and originality, he was deficient in the power of 
sympathy with those whose views he did not share. 
But that was a defect of the qualities which enabled 
him to carry out what was almost a revolution in 
scientific methodology. It is safe to say that some of 
the most vehement critics of Karl Pearson’s methods 
would never have attained success in the fields he 
cultivated had not his personality stimulated them. 
A fortiori his pupils, including those who diverged 
from his path, owe him a debt of gratitude never to 
be repayed. In losing him we have lost one of the 
great men of our age. 


THE ACTION OF RADIUM 


The suggestion that radium is an empirical remedy 
would be hotly resented, yet in fact there is by no 
means certain knowledge or even agreement on how it 
acts. The original belief was that irradiation particu- 
larly damages actively multiplying cells, whether 
normal or abnormal, and there is much in the varying 
susceptibility of different tissues to support this. Of 
late years evidence has been brought forward which 
suggests that it acts at least in part by damaging 
blood vessels, thus interfering with the nutrition of the 
area irradiated (see leading article on report of Medical 
Research Council on page 536 of Journal of March 
Mth). Experiments have been carried out which point 
strongly to the fact that some other effect than a 
direct lethal action on the malignant cell may cause 
tumour regression, especially after shorter periods of 
irradiation ; the essential feature of these is that 
tumours which will disappear im situ after a certain 
exposure to radium will nevertheless continue to grow 
if transplanted. A contribution to the study of this 
subject is made by Seilig, Eckert, and Cooper,’ who 
have investigated the relation of vascularity to suscepti- 
bility to irradiation. They cut flaps with narrow 
pedicles in the ears of rabbits, and by subsequent 
partial division of the pedicle itself produced an area 
which, when it survived, had an extremely small 
blood supply. These areas were treated with radium, 
the effects being compared histologically with those 
in normal ears identically treated. The conclusion 
reached was that the degree of vascularity of a tissue 
is without influence on its susceptibility to irradiation. 
This, of course, is not the major issue, but these results 
appear to be an answer to one contention which has 
been advanced in connexion with it. Meanwhile 


radium is being used so extensively, and is so com- 
paratively freely available for experimental purposes, 
that one may hope for further light on this debatable 
subject in the near future. 


MOTHER AND CHILD 


The amount and quality of work done is not always 
to be inferred from the size of an annual report. Two 
such reports, both of them so slight as to be little more 
than leaflets, come from the same building, Carnegie 
House, Piccadilly, with a covering note from the same 
honorary secretary, Miss Halford. One of them gives 
an account of the work of the Natioiial Association for 
the Prevention of Infant Mortality, and the other, of 
the Association of Maternity and Child Welfare Centres. 
Both these organizations manage to do a great deal 
of useful work on meagre incomes. Each report is 
a record of conferences, inquiries, and well-directed 
educational propaganda. The Association of Maternity 
and Child Welfare Centres runs a babies’ convalescent 
home in Hampshire and a home in Hertfordshire for 
older children, as well as a babies’ “ hotel’’ and 
nursery training college in London. One of the purposes 
of these bodies is to educate the volume of voluntary 
service which is always available for these causes, but 
which, failing proper direction, may miss its full oppor- 
tunity, or even on occasion be mischievous. It is 
stated that more and more voluntary workers are 
offering their services to maternity and child welfare 
institutions, and, what is still more satisfactory, many 
of them are becoming valuable and permanent helpers. 
With some 350 institutions in London alone for the care 
of mothers and babies it is an easy matter to refer 
volunteers to useful posts, and the association acts as 
a clearing-house for this purpose. During the last five 
years in England and Wales maternity and child 
welfare centres have increased by 582 and ante-natal 
clinics by 712. On the other hand, day nurseries and 
nursery schools have remained almost stationary. 
Under the auspices of the Pilgrim Trust a grant of £500 
was made to the National Association for the Prevention 
of Infant Mortality, as a result of which 146 lectures 
have been given by medical men and women to mid- 
wives, health visitors, voluntary welfare workers, and 
those engaged in the teaching of infant and maternal 
care. These have proved so useful that application has 
been made for the renewal of the grant. 


HOME SERVICE AMBULANCES 


The seventeenth annual report of the Home Service 
Ambulance Committee of the Joint Council of the 
Order of St. John of Jerusalem and the British Red 
Cross Society tells us that there are now 139 ambulance 
stations in the country equipped by the committee, 
as well as 207 ambulances affiliated to the service, 
making 346 in all. During the year 1935 these 
ambulances carried 135,501 patients ; the total number 
carried since the service was inaugurated is over one 
and a half millions. Five new stations have been 
equipped since the date of the last report. It is not 
generally realized yet that to maintain the efficiency 
reached by this service a great body of trained voluntary 
workers must be available by night and by day. It 


4 Amer. Journ. Cancer, 1935, xxv, 585. 
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is obvious that inelastic regulations are incompatible 
with smooth working, and that questions of boundaries 
and fees must be treated as of secondary importance. 
The link between the headquarters of the service and 
the ambulance stations is provided by the committee’s 
county representatives. Year by year the standard of 
ambulance transport has been raised as new cars have 
replaced old and worn-out ones. The more recent 
improvements include a lower loading line, better 
springing, improved lighting arrangements, — better 
windows and heating equipment, and a more skilful 
relating of engine power to body weight resulting in 
smoother running with greater power for use in hilly 
country and over unmade tracks, which the ambulances 
have often to traverse. The cost of replacement alone 
during the last two years was over £30,000, and the 
raising of funds from the various parts of the country 
is a continuous task. The mobile x-ray service of the 
committee took shape in 1923, and an entirely new 
and much improved unit was substituted in 1930, 
embodying every useful feature of modern radiographic 
practice. This department was entrusted last year by 
the Royal College of Physicians of London witha very 
important task in connexion with a prolonged investiga- 
tion of the epidemiology of pulmonary tuberculosis 
among groups of workers in factories, workshops, and 
business houses. Charges for the use of the ambu- 
lances are fixed at the lowest rate compatible with 
efficient maintenance of the cars, after making due 
allowance for free carriage of necessitious persons. 


CORPSE BLOOD FOR TRANSFUSION 


It is now the practice at a large hospital in Moscow 
to obtain blood for transfusion from patients brought 
in dead. The method used and the physiological facts 
on which it depends offer several points of interest. 
The method and its results are described in a recent 
paper by Judine,’ who acknowledges an indebtedness 
to his colleagues Skoudina and Roussakov for their 
observations on the behaviour of the blood after death. 
In healthy subjects dying suddenly the blood is said to 
coagulate rapidly, only to undergo decoagulation or, as 
it is termed, “‘ fibrinolysis,’’ within the next hour, after 
which it remains permanently incoagulable. This fact 
alone constitutes an advantage over blood from a living 
donor, since no addition of an anti-coagulant or, 
alternatively, abstraction of fibrin is necessary. The 
best type of subject is one who has died from coronary 
disease or electrocution, and the method of obtaining 
the blood is to open the jugular veins and place the 
body in the Trendele»burg position ; the yield of about 
3 litres is derived from the systemic circulation only, 
and is usually found to be sterile. A subsequent post- 
mortem examination on the donor as well as the 
necessary tests applied to the blood itself establish its 
suitability for use, and it can then be stored in the 
cold for periods of up to three weeks. Such blood is 
said to be less apt to cause reactions than blood from 
living donors, and it has a further advantage in the 
fact that repeated transfusions of the same blood can 
be given, instead of using the blood of several different 
living donors. Nearly one thousand transfusions of 
blood from the cadaver have been given in Moscow 
with eminently satisfactory results, and the method has 


1 Presse Méd., 1936, xliv, 68. 


evidently come there to stay. The organization of such 
a transfusion “‘ service ’’ is, of course, only possible 
ia an institution receiving large numbers of fatal 
casualties, from among which the most suitable donors 
can be chosen. It has a more formidable drawback 
in the sphere of sentiment, and although convenience 
and economy may weigh heavily on the other side of 
the scale, we can hardly picture the method being 


adopted in this country. 


REHABILITATION OF PERSONS INJURED BY 
ACCIDENTS 


An Interdepartmental Committee has been appointed 
by the Secretary of State for the Home Department, 
the Minister of Health, and the Secretary of State 
for Scotland, to inquire into the arrangements made 
in this country for the restoration of the working 
capacity of persons injured by accidents. The decision 
to appoint this committee has been taken after con- 
sideration of the report issued by the British Medical 
Association last year,! in which suggestions were made 
for improving the organization of present arrangements 
for the treatment of fractures, and in which attention 
was drawn to the importance of the industrial aspects 
of this question. The committee’s terms of reference 
are “‘ To inquire into the arrangements at present in 
operation with a view to the restoration of the working 
capacity of persons injured by accidents, and to report 
as to what improvements or developments are desirable, 
and what steps are expedient to give effect thereto, 
regard being had to the recommendations made in the 
report issued by the British Medical Association in 
February, 1935, on fractures.’” The members of the 
committee are: Sir Malcolm Delevingne (chairman), 
Lieut.-Colonel W. T. Brain, Miss Muriel C. Bywaters, 
M.D., Mr. W. A. Cochrane, F.R.C.S.Ed., Messrs, 
G. L. Darbyshire, W. S. Douglas, and W. Elger, Dr. 
Thomas Ferguson, Mr. E. W. Hey Groves, F.R.C.S., 
Messrs. G. F. Johnson, W. Lawther, J. Marchbank, and 
A. W. Neville, Sir Harold Pink, Mr. H. S. Souttar, 
F.R.C.S., Mr. G. de Gruchy Warren, and Mr. A. C. T. 
Woodward, F.R.C.S. The secretaries are Mr. A. E. 
Quine, F.R.C.S., of the Ministry of Health, and Mr. 
J. A. Simes. All communications should be addressed 
to the secretary, Interdepartmental Committee on 
Rehabilitation of Persons Injured by Accidents, 
Ministry of Health, Whitehall, S.W.1. 

The Morison Lectures will be delivered by Dr. 
J. Godwin Greenfield before the Roya! College of 
Physicians of Edinburgh on Monday, Wednesday, 
and Friday, May 4th, 6th, and 8th, at 5 p.m. His 
subject is “‘ The Cerebro-spinal Fluid: Some Modern 
Problems.”’ 


Sir Bernard Spilsbury will deliver the Croonian 
Lectures at the Royal College of Physicians of London, 
Pall Mall East, S.W., on May 19th, 21st, and 26th, 
at 5 p.m. His subject is ‘‘ The Doctrine of 
Inflammation.”’ 


We regret to announce the death on April 27th of 
Mr. Albert Carless, emeritus professor of surgery and 
consulting surgeon, King’s College Hospital. 


? British Medical Journal Supplement, February 16th, 1935. 
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HAEMORRHAGIC DISEASES Deron 895 


TREATMENT IN GENERAL PRACTICE 


This article is one of a series on the management of some diseases of the blood and blood-forming organs met 
with in general practice. 


TREATMENT OF HAEMORRHAGIC 
DISEASES 


H. LETHEBY TIDY, M.D., F.R.C.P. 


PART II 


Anaphylactoid Purpura 


This type of purpura lies between urticaria and purpura 
haemorrhagica, and includes both Henoch’s purpura and 
purpura rheumatica. There is an escape from the vessels 
of much plasma and little blood, but as a small number 
of blood cells can stain a large area of tissue impregnated 
with plasma this leads to the formation of extensive 
ecchymoses, which suggest the escape of much blood. 
The escaping plasma manifests itself in urticarial forms 
such as abdominal pain, diarrhoea, colic, and pain and 
swelling of joints. The patient is more sick than purpuric. 
As might be expected the signs and symptoms of purpura 
haemorrhagica are less marked in this group. Thus the 
degree of anaemia is less. The platelet count is diminished 
in the severer cases often to the neighbourhood of 100,000 
or 150,000 per c.mm. The statement that the platelets 
are not reduced in this group is incorrect, but even when 
the constitutional symptoms are severe and there are 
considerable ecchymoses the number of escaping blood 
cells may be small and the degree of anaemia and reduc- 
tion of platelets will be slight. The bleeding time and 
the capillary-resistance test may or may not be abnormal. 

Anaphylactoid purpura usually appears first in child- 
hood ; it may continue into or cease in later life. It is, 
however, erroneous to suppose that it is confined to 
childhood, as its first manifestations may not be shown 
until the middle decade. There is a definite predisposing 
factor in some cases, and before further treatment is 
undertaken it is essential to ascertain whether there is 
any focal sepsis or any sensitivity to items of food or 
foreign protein. In its pathogenesis this group has no 
inherent difference from purpura haemorrhagica, and the 
questions of splenectomy and blood transfusion should be 
considered on the grounds which have already been 
discussed. 

Certain special points apply to this group. Constitu- 
tional disturbances during attacks may be so severe as to 
interfere with education or occupation, but they should 
not be regarded as a decisive factor, for they tend to 
diminish with the passing of time. In the absence of 
anaemia and with a normal platelet count operation is 
contraindicated. Intussusception due to an area of 
swollen gut is a not infrequent complication, and should 
be remembered when diarrhoea is marked and the motions 
contain blood. The urine of some patients contains a 
large amount cf albumin during acute attacks. This is 
due to protein sensitivity rather than nephritis, and in 
such cases special search should be made for some causal 
agent. The risk of the development of nephritis has been 
exaggerated in the past. 


Treatment.—Intramuscular injections of horse serum, 
10 c.cm., or of whole blood, 10 to 20 c.cm., have tem- 
porary beneficial effects in some patients although in 


other methods of treatment described for purpura haemor- 
thagica also apply in these cases. 


Symptomatic Haemorrhagic States or Secondary Purpura 


This group differs essentially from those which have 
already been discussed in that there is a primary causal 
factor, the influence of which varies greatly, since it 
may be still continuing in some cases whereas in others 
it has ceased and is non-recurrent. For example, in the 
case of a streptococcal septicaemia the recovery from 
the causal factor is practically hopeless, and the haemor- 
rhages can only be regarded as a terminal incident ; in 
purpura due to drugs the causal factor, if discovered, may 
be regarded as non-recurrent. It is not always easy to 
find out from a sick patient that such a drug has been 
taken recently. With regard to the infectious fevers it 
must be borne in mind that the haemorrhagic tendency 
may develop at different periods. Thus it may appear 
at the time of the eruption, but sometimes it arises con- 
siderably later, when convalescence would seem to have 
begun. When associated with infectious fevers or drugs 
the haemorrhagic tendency is transient, lasting only until 
the effects of the drug or the infection have worn off ; 
there will be no future tendency to haemorrhages unless 
the same or a similar factor reappears. Obviously the 
object of treatment is to tide the patient over the 
dangerous period. 

In the presence of definite septic foci, such as otitis 
media, the position is more difficult as the causé is still 
operative. The focus of infection must be dealt with, 
but as little operating as possible should be done. In 
the symptomatic group the haemorrhagic tendency is 
sometimes of such extreme severity as to come under 
the heading of purpura fulminans, the mortality of which 
is very high. 

The general indication is to make every effort to tide 
over the immediate haemorrhagic period. It can properly 
be said that blood transfusion should always be performed, 
but splenectomy is absolutely contraindicated. Blood 
transfusion should be carried out according to the prin- 
ciples already described. It should be repeated at short 
intervals if constitutional disturbances are severe, if the 
bleeding time remains prolonged, and if the anaemia is 
increasing. The introduction of injections of vitamin C 
as cevitamic acid is so recent that at present there is no 
record of its use in this group, but its trial would be 
fully justified. Protein shock is clearly contraindicated 
in an acute condition in which sensitivity may be an 
important factor. Severe bleeding from a single mucous 
membrane will call for the usual methods of treatment 
or the special methods referred to under haemophilia. 


Haemorrhagic Deficiency Disorders 
SCURVY 
The specific treatment of scurvy has now been reduced 
to a simple form by the preparation of /-ascorbic acid or 
cevitamic acid in a pure form. This is rapidly effective 
in scurvy when given by the mouth, but can also be 
safely injected intravenously. The dose by either method 
varies from 50 mg. in an infant to 150 mg. in an adult 
for a daily injection. This should be continued until 


others, apparently similar, they may fail entirely. The 


improvement is obvious, usually from four to eight days. 
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Subsequently orange juice, 50 to 100 c.cm., should be 
given by the mouth. Recovery is rapid and the anaemia 
scarcely needs treatment even by iron. The dietetic 
deficiency which has led to the onset of scurvy must 
necessarily be corrected for the future. 


MELAENA NEONATORUM 

This curious condition in newborn infants between the 
third and tenth days is not hereditary, has no relation to 
the haemorrhagic diathesis, and is apparently distinct 
from haemophilia. The pathogenesis is unknown, but it 
is probably due to some deficiency. The bleeding is 
usually from the bowel, but may be from any mucous 
membrane. The specific treatment is the intramuscular 
injection of 10 c.cm. of whole blood. The blood can be 
drawn direct into a syringe from the vein of the mother 
or any healthy person and injected immediately, grouping 
being unnecessary. A single injection is often sufficient, 
but it should be repeated once or twice a day if the 
haemorrhages continue. Blood transfusion is only indi- 
cated if the amount of blood lost has been excessive. 
There is no subsequent tendency to recurrence. 


Hereditary Haemorrhagic Disorders 

There are several groups of hereditary haemorrhagic 
disorders which have no direct connexion with each other, 
although there are intermediate forms which are difficult 
to classify. 

HAEMOPHILIA 

The haemorrhage in haemophilia consists of a steady 
ooze at the site of trauma as distinct from the purpuric 
spots and petechiae of the haemorrhagic diathesis. It 
is now recognized that the females of a haemophilic 
family may have an abnormal tendency to bruising and 
bleeding and the coagulation time may be somewhat 
increased, but rarely do females exhibit the full mani- 
festations of haemophilia. If a haemophilic male marries 
a female of a haemophilic family one child in four should 
be a female haemophiliac, but even this possibility is 
made very remote by the fact that few males live to 
have children. There is no known cure, and all treatment 
is transient and directed towards stopping the immediate 
haemorrhage. The haemophilic tendency is intermittent 
and the coagulation time may be temporarily normal, 
but it must not be considered that the patient is safe 
from haemorrhage in such circumstances, since there is 
reason to believe that with any stimulus, such as trauma 
and slight haemorrhage, the condition rapidly returns. 


GENERAL TREATMENT OF HAEMORRHAGE 

Haemophiliacs at an early age are always aware of 
their disability and become greatly perturbed at the con- 
tinuation of bleeding. The patient should be put to bed 
at once, kept quiet, and given morphine without hesitation 
if necessary. Blood transfusion has the effect of reducing 
the coagulation time, and may even bring it close to 
normal limits, but this only lasts for about five days. 
A haemophiliac does not bleed from the puncture made 
by a sharp needle, and blood transfusion can safely be 
performed ; the amount injected should be from 300 to 
500 c.cm. Transfusion should always be undertaken 
immediately before any operative procedure. 

The injection of whole blood intramuscularly may 
reduce the coagulation time. This is less definite than 
the effect of blood transfusion, but has the advantage 
that the blood need not be of the same group as the 
recipient’s. Injections of normal horse serum, from 20 
to 30 c.cm., may also be employed intramuscularly. It 
has been suggested that such injections should be given 
at frequent intervals with the idea of maintaining a 
normal coagulation time, but the duration of the response 


is so short that the practical difficulties are insuperable 
apart from the risk of producing haematomata. 

The administration of calcium has proved of no value: 
it is striking that the blood calcium in haemophilia {, 
abnormally high, usually 13 to 14 mg. per 100 ccm, 
Liver extract also is ineffective. Oestrogenic hormones 
have been tried on the theory that some female sexual 
characteristic protects females, but no good results have 
been observed. Protein shock and injections of adrena. 
line are useless. There are no records of the intravenous 
injection of cevitamic acid, but anti-scorbutic methods 
by the mouth have no effect. 

The most efficient treatment at present of a haemo 
philic subject involves the most careful avoidance of 
trauma and the treatment of haemorrhage, when it occurs, 
by blood transfusion, repeated when necessary and locally 
by the application of a diluted solution of Russell’s viper 
venom. 

LOCAL TREATMENT 

The local application of the diluted. venom of certain 
vipers has been found highly effective in controlling the 
haemorrhage. The credit for the practical application 
of this method is due to RK. G. Macfarlane and B. Barnett, 
whose writings are here followed. The most powerful 
coagulant venom is that of Russell’s viper. This is now 
prepared by Messrs. Burroughs Wellcome and Co, 
under the name of stypven, and is issued in the 
form of dried venom, together with ampoules of sterile 
water for solution. The venom is sterilized by passage 
through a Berkefeld filter and used in a dilution of 
1 in 10,000, at which strength it has no toxic effects ; 
it keeps well when dried in ampoules, but is not stable 
in solution. It is also effective in checking the local 
haemorrhages in the haemorrhagic diathesis. 

The bleeding site should be carefully cleaned and use- 
less clots removed. <A dressing of gauze is then applied 
soaked in equal parts of diluted venom solution and 
adrenaline 1 in 1,000. Pressure should only be sufficient 
to keep the dressing in position ; in the mouth a carefully 
fitted plate may be necessary. The results have been 
extremely satisfactory, and the venom can be applied 
on numerous occasions without affecting the patient and 
without losing its powers. If viper venom is not obtain- 
able, the wound should be carefully cleaned and fresh 
normal blood applied on gauze. This undoubtedly has 
some power to coagulate haemophilic blood. The appli 
cation of adrenaline 1 in 1,000 temporarily checks the 
haemorrhage, but is not of permanent value. Pressure 
should only be applied for the purpose of retaining a 
dressing in contact with the bleeding site. The cautery 
is worse than useless. Hot water and hot air have no 
appreciable effect. When haemorrhage has occurred into 
a joint the blood should be aspirated and the joint 
elevated and lightly bandaged with cold applications. 
Haematomata should also be aspirated, 


Hereditary Haemorrhagic Diaihesis 

This group is much rarer than the non-hereditary form. 
The diathesis may be transmitted and exhibited by both 
sexes. In many of the cases the manifestations are 
identical in every way with those in the non-hereditary 
group, and it is difficult to know whether they should 
be regarded as possessing a different pathogenesis. It has 
been said that splenectomy is contraindicated in hereditary 
cases, but there is on record a family of which the father 
was operated upon with complete success many years ago, 
but the child died after splenectomy without any rise of 
the blood platelets. On the whole it is best to neglect 
the hereditary factor and consider the treatment of the 
hereditary group on exactly the same lines as the non- 
hereditary form. There are a number of patients whose 
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ptoms and signs do not conform exactly with those 
Ay haemorrhagic diathesis, and many of these appear 
to be intermediate between the haemorrhagic diathesis and 
haemophilia. Thus the diathesis may be transmitted 
through males and exhibited by both sexes, the coagula- 
tion time may be considerably prolonged, while the blood 
platelets may be normal and the bleeding time variable. 
In such a case the normal number of platelets would 
contraindicate splenectomy. Many variations of the 
manifestations exist, and each case must be judged on 
the principles already enunciated. During an acute 
attack it can never be wrong to give a blood transfusion. 
Cases of a similar character occur without a hereditary 
factor and have to be dealt with on the same lines. 
In a very rare group of cases, the so-called fibropenia, 
the tendency to haemorrhage is due to a deficiency of 
fibrinogen in the blood. No treatment is known which 


will remedy this deficiency. 


Hereditary Capillary Telangiectasia 

In this condition fragile naevi of various shapes and 
kinds develop in the skin and mucous membrane, probably 
owing to congenital weakness of the capillary endothelium. 
The naevi tend to rupture and bleed, and thus produce 
anaemia. A local bleeding naevus if accessible can be 
treated either by the cautery or by pressure, but neither 
method is very successful, and probably snake venom 
would be better. Many of these patients finally die from 
a slowly advancing anaemia. 


THE NEW POISONS RULES 


THEIR EFFECT UPON THE POSITION OF THE 
MEDICAL PRACTITIONER 


The provisions of the new Poisons Rules which come 
into effect as and from May Ist are of importance to the 
medical practitioner. The general effect of these Rules, so 
far as they concern members of the profession, is as follows. 


Poisons to which Special Restrictions Apply 

The list of substances to which special restrictions apply 
is given at the end of this article. A reference to the list 
will show that it is largely based upon the present schedule 
of poisons, but that it has been elaborated in greater 
detail. 

A medical practitioner may ‘‘ for the purpose of his 
profession,’’ purchase poisons from any ‘‘ authorized 
seller of poisons ’’—that is, a chemist, or from a whole- 
sale or manufacturing firm. Those poisons which are the 
subject of special restrictions will be supplied only upon 
a written order signed by the practitioner. In an emer- 
gency the written order is unnecessary if the practitioner 
gives an undertaking that such an order will be furnished 
to the supplier within the next twenty-four hours and 
actually supplies it within that time. If he does not do 
so he will be deemed to have contravened the provisions 
of the Rule, and will be liable to a penalty. The practi- 
tioner may, however, attend at the premises of the seller 
and obtain such a substance by signing the Poisons 
Register. 

The practitioner who dispenses a medicine containing 
a substance to which the special restrictions apply must 
also (1) distinctly label the bottle with his name and 
address, (2) enter in his daybook the date of supply of 
the medicine, or on the next following day the ingre- 
dients of the medicine, the quantity of it, together with 
the name of the person to whom it was supplied. 


Labelling of Poisons 
Where the practitioner supplies an embrocation, lini- 
ment, lotion, liquid antiseptic, or other hquid medicine 
for external application, the container must be labelled 
with the name of the article and the words ‘‘ For 
external use only.”’ 


Poisons in the Fourth Schedule 


Under the new rules the following substances and any 
preparation containing them may be sold retail only upon 
a prescription given by a registered medical practitioner, 
a registered dentist, or a registered veterinary surgeon: 

Amidopyrine ; its salts. 

Barbituric acid ; its salts ; derivatives of barbituric acid ; 
their salts ; compounds of barbituric acid ; its salts, 
its derivatives, their salts, with any other substance. 

Dinitrocresols ; dinitronaphthols ; dinitrophenols ; dinitro- 
thymols. 

Phenylcinchoninic acid ; salicyl-cinchoninic acid; their 

salts: their esters. 

Sulphonal ; alkyl sulphonals. 


Most of these substances are better known to practi- 
tioners under trade or other names different from those 
used to describe them in the Schedule, and consequently, 
before prescribing any article which by reason of its action 
and use is likely to be affected, the practitioner should 
satisfy himself whether it consists of or contains a sub- 
stance in the Fourth Schedule. The following is a list of 
some of the substances coming within the Fourth Schedule 


in the forms in which they are usually prescribed. 


Acitophosan Diethylamonylurea Pentobarbital 
Agotan Dinitrocresols ; Pernocton 
Alepsal dinitronaphthols ; Phanodorm 
Algodorm dinitrophenols ; Phenobarbital 
Allobarbitone dinitrothymols Phenobarbitone 
Allonal Diogenal Phenoquin 
Amidophen Dismenol Phenvlcinchoninic 
Amidopyrine Disulphamin aci 
Amytal Ditonal Pheny]-ethy]- 
Anegrine barbituric acid 
Angiolysin Ephepyrin Prominal 
Anotal Eupaco Proponal 
Arcanol Euvalerol elixir B Pyramidon 
Asciatine Evipan Quadro-nox 
Gardan Quinophan 
Atophanyl Gardenal Rutonal 
Atoquinol Gorun cachets Salicylcinchoninic 
Barbital Hebaral sodium acid 
Barbitone and Hemypnone ee 
soluble barbitone Hypnogen latago 
Barbituric acid Sedal 
Benzedo compound Ipral Sinepan 


Cafinal 
Chineonal 


Leucotropin 


Somnacetin 
Somnifaine 


i Somnifene 
Chloroxyl Somnosal 
C ibalgin Malonal Sonalgin 
Cinchophen Malonurea Sonerv] 
Cinchosal Medinal Sulphonal ; alkyl 
Merbaphen sulphonals 
Sompra Methylsulphonal 
Creslumin Tetronal 
Nembutal Theogardenal 
Cyclobarbital 
Neocinchophen Theominal 
Dekrysil Neonal Theotone 
Dial Neophenoquin Tolysin 
Dialacetin Neoquinophan Trigemin 
Neurinase Trional 
Novasurol 
Dibromin Veramon 
Didial Veronal 
Diethylbarbituric Optalidon Veronigen 
acid Optinoktin Veropyron 


When writing a prescription for these poisons the practi- 
tioner must see that it contains the following particulars: 


1. His signature. 
2. The date, written by him. 


3. His address (which is not required on National 
Health Insurance or local authorities’ prescrip- 


tions). 


. The patient’s name and address. 
. The total amount of the medicine. 
. The dose. 


These prescriptions may be dispensed once only unless 
the practitioner states on them that they may be dis- 
pensed more than once ; if he directs that they may be 
dispensed a certain number of times or at certain intervals 
they may be dispensed only in accordance with the direc- 
tion. Practitioners are urged to exercise the greatest 
care in writing prescriptions for substances in the Fourth 
Schedule. If any of the particulars is omitted it will not 
be possible for the pharmacist to dispense the prescrip- 
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tion, and it will be his duty to communicate with the 
practitioner and draw attention to the discrepancy. 
Practitioners may in an emergency obtain them by means 
of a telephone order for their own use provided they 
submit a signed order or sign the Poisons Book within 
twenty-four hours. Practitioners may usefully warn any 
of their patients they know to be obtaining Fourth 
Schedule substances on old prescriptions that it will not 
be possible to obtain them after May Ist except on a 
new prescription. When giving prescriptions for Fourth 
Schedule substances the practitioner should notify the 
patient that the prescription may be dispensed only once 
or in accordance with the prescriber’s directions upon it, 
as the case may be, and that the actual prescription must 
be taken to the pharmacist for each supply of the 
medicine. 


Storage of Poisons 


The only requirement for the storage of poisons which 
applies to the surgery of a medical practitioner is that 
the container must be impervious to the poison, and 
sufficiently stout to prevent leakage from the ordinary 
risks of handling and transport. 


Provisions Applicable to Hospitals 


All medicines containing poisons which are supplied for 
out-patients are to be supplied only by a_ medical 
practitioner or on and in accordance with a medical pre- 
scription. A medicine for an out-patient must be labelled 
with the name and address of the institution, and (if it 
is not a medicine for internal treatment) with the words 
** Poison—F or External Use Only,’’ and the name of the 
article. In the case of medicines which contain poisons 
in the First Schedule, it will be necessary for a record to 
be kept from which is readily traceable the name and 
quantity of the poison, the date on which it was supplied, 
the name and address of the person to whom it was 
supplied, and the name of the practitioner who prescribed 
the poison. The supply of medicines for use within a 
hospital is regulated by a rule providing that where 
there is a separate pharmaceutical department all poisons 
not issued for use in the hospital must be stored‘in that 
department, and medicines shall (except in emergency) be 
supplied from that department for use in the wards or 
other sections of the hospital only upon a written order 
signed by a medical practitioner or by a sister or nurse 
in charge of the ward, theatre, or other section of the 
hospital. Substances to which the special restrictions 
apply when stored in the wards must be stored in a 
cupboard reserved solely for the storage of poisons, and 
when sent out from the pharmaceutical department must 
bear a distinguishing mark or other indication that they 
are to be stored in the poison cupboard. All places in 
which poisons are stored in institutions are to be 
inspected at regular intervals not exceeding three months 
by a pharmacist or by some other person appointed for 
the purpose by the governing body of the hospital or 
institution. 


List of Substances to which the Special Restrictions 
Apply 
Alkaloids, the following ; their salts, simple or complex ; 
Acetyldith 
Aconite, alkaloids of, except substances containing less than 
0.02 per cent. of the alkaloids of aconite 


odeinone 


Apomorphine except substances containing less than 0.2 per 
cent. of apomorphine 
Atropine except substances containing less than 0.15 per cent. 


ol atropine 

Belladonna, alkaloids of, except substances containing less than 
0.15 per cent. of the alkaloids of belladonna calculated as 
hyoscyamine 

Benzoylmorphine 

3enzylmorphine 

Brucine except substances containing less than 0.2 per cent. of 
brucine 

Calabar bean, alkaloids of 

Coca, alkaloids of, except substances containing less than 0.1 
per cent. of the alkaloids of coca 

Cocaine except substances containing less than 0.1 per cent. of 
cocaine 


Codeine except substances containing less than 1 per cent, of 
codeine 

Colchicine except substances containing less than 0.5 per cent. 
of colchicine 

Coniine except substances containing less than 0.1 per cent, of 
conline 

Cotarnine except substances containing less than 0.2 per cent, 
of cotarnine 

Curarine 

Diacetylmorphine 

Dihydrocodeinone 

Dihydrohydroxycodeinone 

Dihydromorphine 

Dihydromorphinone 

Ecgonine except substances containing less than 0.1 per cent 
of ecgonine 

Emetine except substances containing less than 1 per cent, of 
emetine 

Ergot, alkaloids of 

Ethylmorphine except substances containing less than 02 per 
cent. of ethylmorphine 

Gelsemium, alkaloids of, except substances containing legs 
than 0.1 per cent. of the alkaloids of ge!lsemium 

Homatropine except substances containing less than 0.15 per 
cent. of homatropine 

Hyoscine except substances containing less than 0.15 per cent, 
of hyoscine 

Hyoscyamine except substances containing less than 0,15 per 
cent. of hyoscyamine 

Jaborandi, alkaloids of, except substances containing less than 
0.5 per cent. of the alkaloids of jaborandi 

Lobelia, alkaloids of, except substances containing less than 
0.5 per cent. of the alkaloids of lobetia 

Morphine except substances containing less than 0.2 per cent, 
of morphine calculated as anhydrous morphine 

Nicotine 

Papaverine except substances containing less than 1 per cent, 
of papaverine 

Pomegranate, alkaloids of, except substances containing less 
than 0.5 per cent. of the alkaloids of pomegranate 

Quebracho, alkaloids of 

Sabadilla, alkaloids of, except substances containing less than 
1 per cent. of the alkaloids of sabadilla 

Solanaceous alkaloids, not otherwise included in this Schedule, 
except substances containing less than 0.15 per cent. of 
solanaceous alkaloids calculated as hyoscyamine 

Stavesacre, alkaloids of, except substances containing less than 
0.2 per cent. of the alkaloids of stavesacre 

Strychnine, except substances containing less than 0.2 per cent. 
of strychnine 

Thebaine except substances containing less than 1 per cent. of 
thebaine 

Veratrum, alkaloids of, except substances containing less than 
1 per cent. of the alkaloids of veratrum 

Yohimba, alkaloids of 


Aliylisopropylacetylurea 

Amidopyrine ; its salts 

Amino-alcohols, esterified with benzoic acid, phenylacetic acid, 
phenylpropionic acid, cinnamic acid or the derivatives of these 
acids, except in substances containing less than 10 per cent. of 
the esterified amino-alcohols 

Antimonial poisons except substances containing less than the 
equivalent of 1 per cent. of antimony trioxide 

Arsenical poisons except substances containing 
equivalent of 0.01 per cent. of arsenic trioxide. 
Jarbituric acid; its salts; derivatives of barbituric acid ; their 
salts ; compounds of barbituric acid, its salts, its derivatives, 
their salts, with any other substance 

Barium, salts of 

Cannabis ; the resin of cannabis; extracts of cannabis ; tinctures 
of cannabis ; cannabin tannate 

Cantharidin except substances containing less than 0.01 per cent. 
of cantharidin 

Cantharidates except substances containing less than the equivalent 
of 0.01 per cent. of cantharidin 

Digitalis, glycosides of, except substances containing less than 
1 unit of activity (as defined in the British Pharmacopoeia) in 
2 grams of the substance 

Dinitrocresols ; dinitronaphthols ; dinitrophenols ; dinitrothymols 

Ergot ; extracts of ergot ; tinctures of ergot 

Guanidines, the following: poltymethylene 
anisyl-phenetyl guanidine 

Hydrocyanic acid except substances containing less than 0.1 pet 
cent, of hydrocyanic acid (HCN); cyanides except substances 
containing less than the equivalent of 0.1 per cent., weight in 
weight, of hydrocyanic acid (HCN) ; double cyanides of mercury 
and zinc 

Lead, compounds of, with acids from fixed oils 

Mercuric chloride except substances containing less than 1 pet 
cent. of mercuric chloride ; mercuric iodide except substances 
containing less than 2 per cent. of mercuric iodide ; nitrates of 
mercury except substances containing less than the equivalent 
of 3 per cent., weight in weight, of mercury (Hg) ; potassio 
mercuric iodides except substances containing less than the 
equivalent of 1 per cent. of mercuric iodide ; organic compounds 
of mercury except substances containing less than the equivalent 
of 0.2 per cent., weight in weight, of mercury (Hg) 

Metanitrophenol ; orthonitrophenol paranitrophenol 

Nux vomica except substances containing less than 0.2 per cent. 
of strychnine 


less than the 


diguanidines, dipara- 
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Opium except substances containing 0.2 per cent. of morphine 
Falculated as anhydrous morphine 


in 
Se rachoninic acid, derivatives of ; their salts; their esters 


Phenwjcinchoninic acid ; salicylcinchoninic acid ; their salts ; their 


phenylethylhydantoin ; its salts; its acyl derivatives ; their salts 
Picrotoxin 

Savin, oil of 

Strophanthus, glycosides of 

Thallium, salts of 

Tribromethy! alcohol 


INDUSTRIAL ORTHOPAEDICS 


TREATMENT OF FRACTURES 


A meeting of the Industrial Welfare Society was held at 
the British Medical Association House on April 23rd, 
Mr. C. G. GILBERTSON being in the chair. The meeting 
was well attended by industrialists, welfare workers, and 
medical officers, representative of almost all branches of 
industry. Mr. H. S. Soutrar was introduced as the 
chairman of the British Medical Association Committee 
on Fractures. 

Mr. Souttar referred to the problem created by the 
increasing number of accidents. Quoting the B.M.A. 
Fracture Report, to which the chairman had already 
referred, Mr. Souttar gave instances of the way in which 
disability following fracture of limbs could be enormously 
reduced simply by the proper organization and administra- 
tion of fracture clinics. He contrasted an average of 
fourteen months’ disability, with the addition of some 
permanent disablement in 60 per cent. of cases of fracture 
of the femur, which was a figure obtained by taking 
averages of large numbers of cases throughout the country, 
with that of a period of thirty-seven weeks under treat- 
ment and only 9 per cent. of permanent disability which 
was obtained in those few fracture clinics that had 
been regarded at the time of the issue of the report as 
being properly organized. He went on to consider the 
question purely from its economic aspect, and pointed 
out that proper organization and conduct of these clinics, 
though costing a relatively small amount, soon showed 
an almost incredible saving in the costs, which were 
borne either by employers or by insurance companies, 
of the absence from work and disability of their injured 
employees. An instance was given of one transport com- 
pany which acted as its own insurance company and which 
by a fracture organization run on the lines he suggested, 
had reduced the estimated cost to the firm of a chauffeur’s 
fracture from £117 to £19. Fracture clinic organization, 
he pointed out, was a hard practical business proposition 
quite apart from any humanitarian or other views. 


Fixation in Plaster 


Mr. K. H. Pripre of Bristol said that with modern 
methods of treating fractures it was possible for many 
patients to resume their work within one or two days of 
injury with the injured limb in a skin-tight plaster which, 
while adequately fixing the point of fracture, allowed 
80 far as possible free movement of the rest of the limb. 
Clerks and people engaged in light tasks were rarely 
absent from work for more than a day or so ; only those 
involved in heavy manual labour, as, for instance, miners, 
had any appreciable period of absence from the work 
in which they were engaged. He showed a modification 
of Bohler’s walking-iron for moulding into the foot of 
alower limb plaster. This prevented soiling of the plaster 
and allowed the patient to walk with greater ease and 
pethaps more comfort. In the properly organized fracture 
dlinic he said there was an enormous amount of routine 
spade work to be done, but this work was amply repaid 
by the results which could be readily achieved. 

Mr. R. Watson Jones of Liverpool contrasted old and 
hew methods of treatment. He pointed out that Mr. Hore- 
Belisha was endeavouring to prevent accidents. He and 
his colleagues were endeavouring to reduce to a minimum 


the disability consequent upon accidents. A feature of 
the results achieved in organized centres, he said, was 
not only the dramatic return to work of the man or 
woman who had broken a limb a day or so previously, 
but the less appreciated fact that mental sequelae of 
fractures, which used to be so common, had almost dis- 
appeared. The patient knew that he was not only going 
to recover, and recover quickly, but that his broken limb 
would be functioning as well as ever it did at the end of 
a relatively short period of time. The worry and anxiety 
about possible permanent disablement or the loss of 
employment had disappeared, and so the fracture ca 
which went on to become a mental case was now a grea 
rarity. To assist this hopeful outlook of the patient 
he was insistent that patients should dress and look like 
everybody else, except, of course, that hidden somewhere 
beneath their dress was a comfortably fitting plaster. 


Return to Work 


Patients should be encouraged to return as quickly as 
possible to their normal work once the fractured limb 
had been adequately and safely immobilized. Most 
women patients, for instance, could do the greater part of 
their housework themselves within twenty-four to forty- 
eight hours of sustaining and receiving treatment for a 
Colles fracture. It was important that patients should 
have physical exercises during treatment, particularly in 
fractures of the spine and fractures of the femur. Thus 
full control of the mobilized limb was retained and the 
possibility of wasting, decalcification, and non-union was 
reduced to a minimum. Physical exercises he found of 
tremendous value—so much so, that those patients who 
came in for treatment for a fractured spine quite fre- 
quently were, on recovery from their fracture, more 
mobile and better poised than they had been before they 
sustained their injury. 

Mr. Watson Jones criticized the state of insurance 
legislation in this country, pointing out that when the 
insurance companies were approached with facts and 
figures demonstrating that by properly organized fracture 
clinics periods of disability could be greatly lessened, the 
economic burden reduced, and the compensation paid to 
workmen even halved, it was found that the insurance 
companies of this country were not interested. Their 
profits were regulated by statute. Any saving in the 
amount of compensation they paid would mean a dimin- 
ished turnover of money, therefore in the long run a loss 
of profit. In brief, in this country a premium was put 
upon disability and human suffering. That, he was in- 
formed, was the state of legislation at present. If that 
was so, he suggested that there was an urgent need for 
reform. 

Two films were shown demonstrating modern routine 
methods of treatment of simple fractures. To a keenly 
interested lay audience these films bore out all that had 
been said, showing as they did the way in which a fracture 
could be reduced simply and painlessly by traction after 
injection of a local anaesthetic into the site of the fracture 
and haematoma formation ; the ease with which a plaster 
could be applied ; and, finally, the degree of movement 
possible in a limb despite complete fixation at the site 
of fracture. Thus, bus-drivers, painters, and manual 
labourers were shown at their work within two or three 
days of sustaining a fracture, whilst bed-making and 
potato-peeling seemed to be done as efficiently with a 
plaster as without one. 


The third International Congress of Orthopaedic Surgery 
will be held at Bologna and Rome from September 21st 
to 25th, under the presidency of Professor Putti of the 
former city ; the vice-president is Mr. H. A. T. Fairbank 
of London. The topics to be discussed include the internal 
derangements of the knee, and the joint sequels of infantile 
paralysis. In Rome a visit will be paid to the new clinic 
of orthopaedic surgery, and there will be various special 
demonstrations. A detailed programme will be issued 
later. Further information may be obtained from the 
secretary of the International Society of Orthopaedic 
Surgery, Dr. Delchef of Brussels. 
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NEW DESIGNATIONS FOR MILK 


MINISTRY OF HEALTH ORDER 


New designations for grades of milk are to come into 
operation on June Ist. These are contained in ‘‘ The 
Milk (Special Designations) Order, 1936,’’ which has just 
been issued by the Ministry of Health, and a copy of 
which, with an explanatory memorandum, is being dis- 
patched to all local authorities. The objects of the Order 
are: (1) to transfer from the Minister of Health to local 
authorities the duty of granting licences to producers of 
certain grades of milk ; and (2) to improve and simplify 
the existing milk designations. 

As to (1) it is pointed out that the Minister undertook 
the work of granting licences to producers of ‘‘ Certified ”’ 
and ‘‘ Grade A (Tuberculin-tested) ’’ milks only while the 
graded milk scheme was in its early stages, and that this 
work is appropriate to local authorities, who already grant 
all other licences under the scheme ; moreover, the number 
of licences has now increased to an extent which makes 
devolution necessary. 

With regard to (2) it is held that the existence of the 
four designations ‘‘ Certified,’’ Grade A  (Tuberculin- 
tested),’’ ‘‘ Grade A,’’ and ‘‘ Pasteurized ’’ creates con- 
fusion, and that some of these do not give consumers a 
clear indication of the milk they are purchasing. It is 
therefore proposed to reduce the number of grades to 
three—namely, ‘‘ Tuberculin-tested,’’ ‘‘ Accredited,’’ and 
‘* Pasteurized,’’ with two subsidiary grades for ‘‘ Tuber- 
culin-tested ’’ and one for ‘‘ Accredited.”’ 


‘Tuberculin-tested Milk 


This grade will replace the present ‘‘ Certified ’’ and 
‘Grade A (Tuberculin-tested) ’’ milks, and will be the 
only designation for raw milk from tuberculin-tested cows 
—that is, for milk affording the best protection against 
tuberculosis. If desired this milk can be pasteurized, and 
where this is done it must be sold as ‘‘ Tuberculin-tested 
Milk (Pasteurized).’’ Tuberculin-tested milk will be sub- 
ject to bacteriological tests, but the Minister has not felt 
it necessary to retain the specially stringent bacteriolog cal 
test which is at present applied to ‘‘ Certified ’’ milk. 
When tuberculin-tested milk is bottled on the farm the 
Order permits it to be described as ‘‘ Tuberculin-tested 
Milk (Certified),’’ a designation which will be of advantage 
to producers who now hold licences for ‘* Certified ’’ milk. 


Accredited Milk 


This designation is to be used for the milk that is at 
present termed ‘‘ Grade A ’’—that is, milk from cows 
which are inspected by a veterinary surgeon but are not 
tuberculin-tested. This word Accredited ’’ is misleading. 
As Dr. C. O. Hawthorne pointed out in the correspond- 
ence columns of this Journal (February 22nd, p. 385) 
when the draft Order was issued, the name is new but 
not the quality, and a label which will be read as a 
guarantee of all the virtues is to be applied to milk which 
cannot be accepted as “ safe ’’ in the sense that its use 
is free from the risk of tuberculosis and other com- 
municable Consumers will be well advised to 
boil ‘‘ Accredited ’’ milk before consumption. 


Pasteurized Milk 


As at present, all milk which has been held at a tem- 
perature of 145° to 150° F. for thirty minutes will be 
deemed to be pasteurized. The Order imposes further 
conditions, however, as to the provision of indicating and 
recording thermometers and the making and retention of 
temperature records, and there is to be a stricter surveil- 
lance of pasteurizing establishments to ensure the con- 
tinued efficiency of plant and of the methods employed. 
In the latter connexion the attention of authorities is 
drawn to the phosphatase test for determining whether or 
not milk has been properly pasteurized. 


diseases. 


Bacteriological Tests 
From December 31st next the present method of pre- 
scribing the bacteriological standard by a ‘‘ plate-count ’’ 
test of 200,000 bacteria per millilitre will be superseded 


== 
for Tuberculin-tested and Accredited’ milks 
the methylene-blue test, as recommended in the receny 
report of the Medical Research Council ; the coliform 

will be reserved for occasion, ‘‘ Plate-count ”’ tests a 
prescribed for ‘‘ Tuberculin-tested Milk (Pasteurizeg) » 
and for the ‘‘ Pasteurized ’’ grades. / 


Scotland 
Increasing Attendances at Special Hospitals 

At the annual meeting of the Glasgow Ear, Nose anq 
Throat Hospital on April 24th Mr. Robert Robertson 
who presided, said that 14,746 patients had received treat. 
ment during the past year, including 2,761 patients jp 
the wards. This was an increase of 1,101 as compared 
with the previous year. Since the new building of the 
hospital was opened eight years ago the number of patients 
treated had increased by 34 per cent. and the number of 
in-patients by 115 per cent. This had justified the 
directors in proposing a further extension, which would 
involve a capital outlay of £25,000, and an appeal was 
now being made for donations. Dr. Hinton Robertson 
speaking of the increased work which this and other 
hospitals in Glasgow were doing, said that there was q 
growing opinion among the medical profession, particularly 
among the younger members, that things were tending 
towards an economic deadlock, because it would soon 
be found that so many medical men were required to 
carry on work in the hospitals that the numbers would 
be in excess of those capable of maintaining themselves 
from private practice. Dr. John Dunbar, emphasizing this 
opinion, said that the growing attendances at hospitals 
constituted a very serious problem for the medical pro- 
fession. Before the war it was reckoned that 85 per cent. 
of a specialist’s work consisted of hospital cases, leaving 
15 per cent. for private practice. Now the percentage of 
cases requiring specialist treatment had increased to 95 
for hospital cases, and there were at the same time more 
specialists for the remaining 5 per cent. There ought to 
be an income limit for patients admitted to hospitals. A 
good result which would accrue if members of hospitals 
staffs were paid would be that the junior members would 
be able to devote more time to research work, and s0 
increase the reputation of the associated institution. 


Chair in Dentistry at St. Andrews 


A sum of £17,500 has been offered to St. Andrews 
University for the establishment of a chair in dentistry. 
The donor, Mr. William Boyd of West Ferry, has con- 
tributed funds for the improvement of the building and 
the equipment of the Dundee Dental Hospital, and the 
facilities for the teaching of dental students thereby pro- 
vided have enabled the University Court to appeal to the 
Dental Board of the United Kingdom for a grant to 
supplement the revenue of the Dental Hospital, and to 
proceed with framing an ordinance for the institution of 
a chair in dentistry. The Court has now approved 4 
draft ordinance instituting degrees in dentistry in the 
University, and has circulated it to the other Scottish 
universities for their views. 


Edinburgh Post-Graduate Courses 

The syllabus of the post-graduate courses in medicine 
to be held in Edinburgh during the summer contains 
particulars of the instruction obtainable in July, August, 
and September. From July 13th to August Ist there 
will be a course in obstetrics and gynaecology at the 
Royal Maternity Hospital and the gynaecological wards 
of the Royal Infirmary ; fee £8 8s. A general practr 
tioners’ course will be held from August 17th to September 
12th ; fee £10 10s. for four weeks, or £6 6s. for two weeks. 
A general surgical course will be held concurrently. 
course on clinical medicine, includsig radiology and child 
life and health, has been arranged for the months of May 
and October, and a similar course in clinical surgery, 
including radiology, will be held during each academic 
term for a period of six weeks. Graduates may obtail 
the syllabus from the secretary of post-graduate course 
in medicine, University New Buildings, Edinburgh. 
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Institute of Medical Psychology, London 


With a view to dealing more effectively with functional 
nervous disorders in- this country a hospital is to be 
erected by the Institute of Medical Psychology on a 
recently purchased site in Store Street, Bioomsbury, near 
to the new buildings of the University of London and 
occupying 31,400 square feet. This building will house 
the existing hostel of the Institute, providing accommeda- 
tion for 100 beds. It will serve as a centre of education 
in psychological medicine, and be well supplied with 
jecture rooms ; it will also be fully equipped for laboratory 
investigation and research, as well as for the increasingly 
pular occupational therapy. The report of the Institute 
for 1935, which has just been issued, calls attention to 
the fact that in that calendar year more than 20,000 hours 
of treatment were given to poor patients who attended 
the Institute's clinic in Malet Place. Since its foundation 
jn 1920 its curative and educational work has rapidly 
expanded, owing to the intense demand for its services, 
and there has always been a distressingly long waiting 
jist of patients. There are now twenty-two consulting 
rooms, including six recently added. The number of 
patients’ attendances for the year under review was 
“0,614, an increase of 8,828, or nearly 25 per cent. over 
the previous year. The medical staff now numbers sixty- 
nine, an increase of eight, not counting those concerned 
with physical investigation. The in-patient department 
received fifty-eight patients during 1935, and there was 
a waiting list throughout the year. Patients with anxiety 
symptoms predominated, and gained much benefit from 
the community life of the hostel. The work of the 
children’s department increased markedly ; more than 
600 children attended, an increase of nearly 100 over 
the figure for 1934. Much is being learned about the 
physical as well as the psychological constitution of the 
neurotic child. A museum of toys from all over the 
world is being formed, and is already of considerable 
psychological and anthropological interest, containing as 
it dues exhibits from the Dominions and Colonies, the 
Niger region, Tanganyika, and Assam. A large propor- 
tion of the child patients proved to be above the average 
in intelligence ; only about 10 per cent. of the boys and 
16 per cent. of the girls were classifiable as mentally 
defective. An investigation is being conducted into the 
constancy or variability of the intelligence quotient in 
children attending for long periods of treatment, and 
another into the intelligence of patients suffering from 
conversion hysteria. It has been decided that the full 
training course for medical practitioners as specialists in 
psychotherapy shall cover two years’ study ; to encourage 
the advanced investigation of psychopathology among 
members of the staff a series of study groups has been 
formed to deal with personality types, sex perversions, 
‘and childhood disorders, as well as one for social workers 
and playroom supervisors. The Institute has been recog- 
nized by the University of London for clinical work in 
connexion with the post-graduate diploma in psychological 
medicine, and appropriate instruction is now provided. 
Various lectures and instruction courses have been 
arranged for general practitioners, including week-end 
goups for those practising in the country. The educa- 
tional activities of the Institute are self-supporting. The 
Duke of Kent is president of the Instituic end Sir Henry 
Brackenbury is chairman of the Council of Management. 


Histamine in Spinach 


Dr. J. F. Wilkinson, director of the Department of 
Clinical Investigations and Research of the University of 
Manchester and the Manchester Royal Infirmary, in his 
recently published report announces a steady increase in 
the scope and value of the work done in his department 
sce it came into existence just over ten years ago. In- 
vestigations have been continued on the aetiology, diag- 
lwsis, treatment, and prognosis of diseases of the blood 
and blood-forming crgans, certain disturbances of the endo- 
ine glands, and diseases of the gastro-intestinal tract. 


A new anaemia has been identified and described under 
the name of achrestic anaemia.' Study of the nature, 
properties, and distribution of the ‘“‘ extrinsic factor ”’ 
has made it evident that this factor is not vitamin B,, as 
has been suggested. The presence of a _histamine-like 
body in spinach, capable of stimulating acid secretion in 
the gastric mucosa in cases of achlorhydria, first described 
by Professor Okada of Nagoya University, has been 
investigated, and it is hoped that a method of extraction 
will be elaborated to yield material of sufficient potency 
for clinical trial. Investigations on the effects of radium 
on the blood of radium workers and patients suffering 
from malignant disease have demonstrated a mathematical 
relationship between the loss of circulating lymphocytes 
and the dosage of radiation employed. By application of 
this finding it may be possible to stipulate the maximum 
safe dosage of radiation in any given case. 


Voluntary Associations Engaged in Maternity and 
Child Welfare 


Until the passing of the Local Government Act, 1929, 
approved voluntary associations providing maternity and 
child welfare services received Exchequer grants direct 
from the Minister of Health. Since the Act they have 
ceased to receive grants from the Minister, but get instead 
annual contributions from the county or county borough 
council in whose area or for whose benefit they work. 
The contributions are settled by a scheme drawn up 
(except in London) by the council and approved, with or 
without modification, by the Minister ; the scheme for 
London is settled by the Minister direct. Under Section 
101 of the Act of 1929 a scheme of this kind must be 
prepared and submitted to the Minister six months at 
least before the beginning of each “‘ fixed grant period ”’ 
under the Act. The next grant period begins on April 
Ist, 1937. The Minister has accordingly issued a circular 
(No. 1538) to county and county borough councils outside 
London reminding them that they must prepare a further 
scheme to secure the payment of annual contributions for 
the five years beginning on April Ist next towards the 
expenses of voluntary associations providing maternity 
and child welfare services in, or for the benefit of, their 
area. The circular suggests that each council should take 
its existing scheme as approved by the Minister as the 
basis for the new one, and copies of model schemes for 
use by county and county borough councils respectively 
are enclosed with the circular. 


Central Midwives Board 


At the April meeting of the Central Midwives Board 
Sir Comyns Berkeley was elected chairman for the ensu- 
ing year. A scheme of lectures to pupil midwives was 
submitted by the Devon and Cornwall Training School. 
In granting approval the Board asked that the authorities 
should submit applications of the registered medical 
practitioners it is proposed to appoint as_ lecturers. 
Approval as lecturer was granted to Dr. T. S. M. Barnett 
of Portsmouth, and Mr. F. S. Tait was appointed an 
additional examiner at the Birmingham centre. In reply 
to a letter from the medical officer of health for Leicester, 
it was decided to inform him: 

(1) That the suturing of the perineum is outside the pro- 
vince of a midwife. (2) That the question of whether or 
not medical aid forms should be used by midwives at the 
Leicester and Leicestershire Maternity Hospital depends upon 
whether they are acting as midwives or maternity nurses. 
This is a question of fact in any particular case. Unless the 
midwife is acting under the direction and personal supervision 
of a registered medical practitioner and the conditions of 
Rule E 1 (6) are fulfilled, she is deemed to be acting as a 
midwife. (3) That in the view of the Board there are likely 
to be many cases in institutions with non-resident medical 
officers in which the medical officer will not exercise such 
direction and perscnal supervision as to cause the midwife 
to act as a maternity nurse. In such cases the midwife is 
subject to the rules relating to the calling in of medical aid 
and the use of medical aid forms. If she summons medical 
aid she is bound to call in the doctor desired by the patient. 
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require a doctor, other than one of the medical officers, to 
be summoned in an emergency an arrangement might be 
made with the patient when she enters the institution ; that 
if medical aid is necessary it shall be given by one of the 
medical officers, or if the patient requires the services of 
another doctor she shall pay the fee. 

The Board considered the final draft of the new training 
and examination rules and a draft explanatory memo- 
randum thereon; it was resolved to circulate the draft rules 
to training institutions and to other interested bodies. 


Reports of Societies 


ENURESIS 
A special discussion on enuresis was arranged for a com- 
bined meeting of the Sections of Psychiatry and for the 
Study of Disease in Children (Royal Society of Medicine) 
on April 2Ist. Dr. Husert L. NorMAN was in the chair, 


Results of a London Inquiry 

Dr. Witt1aM Moopie gave the results of an inquiry 
undertaken by Miss Robina Addis of the London Child 
Guidance Clinic. Many generalizations were made about 
enuresis, and it had seemed worth while to collate the 
facts as observed in the new cases seen in one year at 
six child guidance clinics in London. The total number 
of children treated for all kinds of conditions at these 
clinics was 1,705, and among these 314 enuretic cases 
were discovered, an incidence of 18.4 per cent. There 
appeared to be a sex factor, for the proportion of boys 
to girls was 3 to 2, whereas in the total number of children 
seen at the clinics for various causes it was 2.2 to 2. This 
might have some relation to the difference between male 
and female function of bladder control. As regards in- 
telligence the enuretics fell into two groups—high and 
low normal. The enuretics actually showed a smaller 
percentage of low intelligence quotients than the non- 
enuretics, and even at the idiot level, with quotients 
of 40 to 50, there were forty-two non-enuretics and only 
two enuretics. As for age incidence, while the non- 
enuretics came to the clinics in increasing numbers in 
each age group up to 14 the enuretics had their peak at 
the age 8 to 10. A special analysis was made of all the 
cases referred to the clinics for sex difficulties, and one 
third of these were found to fall between the ages of 
5 and 11. This question was taken up because it was 
sometimes said that enuresis was a substitute for mastur- 
bation, but in some cases the two habits were found to 
coexist. 

Criterion of Cure 

The statistical work on this large number of cases was 
followed by an intensive study of thirty cases out of that 
number, not selected in any special way, with a view to 
ascertaining their subsequent history. A cure was recorded 
only if at least six months had elapsed without a_ bed- 
wetting. Of these thirty cases nineteen were boys, of 
whom eight were cured, and eleven were girls, of whom four 
were cured—a recovery rate of 40 per cent. The investiga- 
tion revealed no common factor in recovery. In studying 
the symptom no hard-and-fast line could be drawn 
between constant nightly bed-wetting and bed-wetting 
occurring in bouts, but the cases of regular bed-wetting 
were more likely to clear up than the others. The strain 
of examinations, ‘‘ nerves,’’ ill-health, disagreements in 
the home, cold weather and east wind, and any permuta- 
tion and combination of these factors were blamed by the 
parents. Diurnal enuresis was often associated with 
nocturnal. In five of the cases investigated the bed- 
wetting cleared up, but the diurnal incontinence persisted, 
and some of the cases were complicated by faecal in- 
continence. It would seem that these cases were usually 
regarded as more serious, but this very difficulty might 
work towards a cure, leading to more vigorous measures 
at home. The evidence of wetting soon after going to 
bed seemed to refute the idea that it was a question of 
bladder incapacity or the administration of fluid. Habit- 
training was not apparently an essential feature of cure. 
Among seventeen cases in which good training was given 


six recovered, but six also recovered among the thirteen 
in which the training was defective or neglected, The 
general standard of the homes in respect of sleeping ang 
toilet arrangements was taken: fourteen out of the thirt 
children lived in what might be described as slum hovses 
and of these seven recovered. The remainder came from 
artisan and superior homes, and five of them recovered. 


Parental Factors 

With regard to parental factors, there was no strict 
correlation between the symptom and the mother’s cop. 
dition in the pregnancy. It did not appear to signify 
whether the child had been born at full term or not, but 
children who had been breast-fed for eleven months 
showed the best record of recovery. Bed-wetting fre. 
quently appeared with the debility following infectious 
disease. Eight of the children were remarkably blond, 
having been described as flaxcn when babies, and recovery 
was noted in three of these. As for the school work gf 
the children, twenty-one were successful at school, and 
seven of these recovered. All except one of the thirty 
children showed other signs of disturbance—fears, dis. 
turbed sleep, tics, nail-biting, stammering, squint, and 
the like—in addition to the enuresis. There was marked 
timidity in eight, while seven were withdrawn, twelve 
sociable, and three defiant ; these last three failed to 
recover. An analysis was made of the pedigrees: 16.6 per 
cent. of the fathers and 10 per cent. of the mothers had 
been enuretic, while eighteen of the children had at least 
one enuretic among their relations. Allergic symptoms 
were described in 30 per cent. of the mothers and 13.3 per 
cent. of the fathers, and 4.6 per cent. of the siblings were 
said to be allergic. Dr. Moodie concluded with the remark 
that he felt the psychological explanation was not by any 
means the whole story. There was behind the enuresis 
a physiological factor, and psychological stress merely 
acted as one of the forces which resulted in this baffling 
symptom. He was sure that in many cases there was a 
chemical factor, and there might be anatomical anomalies 
not yet sufficiently understood. 


Natural History of Enuresis 

Dr. REGINALD MILLER, after confessing that this was 
a subject in which most physicians felt that they were 
at a melancholy dead-end, said that unselected cases of 
enuresis of the apparently functional type showed certain 
characteristics which were part of the natural history of 
the disorder. The enuresis might have continued from 
babyhood or might arise after nocturnal cleanliness had 
been established for a few years. The acquired cases were 
markedly fewer than those which might be called, for 
convenience, congenital. The sex incidence showed a ccn- 
siderable preponderance of males, and in girls’ schools 
there was no enuresis problem as it existed in boys’, 
These incidences did not at first sight favour a psycho- 
logical cause, but there were one or two points which 
perhaps did not obtain due consideration—namely, the 
short time which elapsed between the falling asleep and 
the wetting of the bed, and the large amount of urine 
which was passed after so comparatively brief an interval. 
Perhaps some associated vasomotor or secretomotor ab- 
normality might be postulated, as well as some diminished 
reflex control. 

In their psychological make-up enuretics were singularly 
like non-enuretics. Many of them were highly strung and 
nervous, but many were of the phlegmatic non-emotional 
type. It seemed, therefore, that there might be two types 
of enuresis, corresponding to the two universal types of 
children—the neurotic and the phlegmatic. In any cot 
sideration of the causes of enuresis the group of phlegmatic 
children required explanation. If it was known what 
caused enuresis in them a real step forward would have 
been taken. That it should have a_ psychological basis 
seemed, on the face of it, unlikely. The prominence 
which psychologists were giving to the psychological 
aspects of enuresis was in part due to the fact that they 
were seeing selected cases. They were being fed by the 
public with selected cases of the neurotic emotional type 
an impression confirmed by the high proportion which 
they reported of female cases, acquired cases, and cases 
showing diurnal incontinence of urine and even of faeces. 
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The Phlegmatic Group 


The phlegmatic group remained, and presented, it 
ceemed to him, the real problem of enuresis. Quite a 
number could be cured by the use of drugs, and he would 
not allow that this was merely a matter of suggestion. 
Circumcision—a much stronger method of suggestion, one 
would have thought—was almost always a complete 
failure. The most successful of mixtures, that of bella- 
donna and strychnine, could hardly have gained its reputa- 
tion if all cases of enuresis were associated with high 
degrees of nervous instability. Nevertheless, the psycho- 
logists had “got away ’’ with the disorder .of enuresis. 
The representative articles on the subject came from their 
pens. But they left in obscurity their explanation why 
one highly neurotic child suffered from enuresis and others 
did not. Surely some attempt should be made to dis- 
tinguish between the causes of enuresis and the factors 
which led to its perpetuation. It seemed possible that, 
even as an explanation of the continuance of enuresis, 
too much stress was laid on the psychological disturbances 
induced by the disorder. In many of the inveterate cases 
in schoolboys very little cmotionalism was displayed about 
their trouble. Psychologists, who liked to make the best 
of both worlds, would say that the care-free deportment 
hid much internal distress, but he doubted it. He thought 
that these boys had the sense to see that they were not 
in the least to blame, and many accustomed themselves 
to the disorder just as they accustomed themselves to 
being too fat or ginger-headed. To summarize his own 
view, it was that the psychological aspects of enuresis 
were more in the nature of epiphenomena than in true 
causal relationship to the disorder. Their presence was 
non-essential, and at the most they accounted for the 
perpetuation of enuresis rather than its origin. If the 
word ‘‘ cause ’’ were used in any strict sense, then he 
felt that the cause of enuresis remained obscure. In 
maintaining these views he was conscious of displaying 
a negative and captious spirit which he regretted, and he 
was unwilling to close on such a note. He suggested, 
therefore, that the fraternal cordiality between their two 
Sections, representing psychiatry on the one hand and 
paediatrics on the other, could be re-established if they 
united in declaring, quite happily, that they did not know 
the cause of enuresis. 


The Point of View of Psycho-analysis 


Dr. D. W. Wrxnicotr claimed that the discoveries of 
psycho-analysts during the last forty years had made 
possible some understanding of enuresis. Psycho-analysis 
as a therapeutic method was also able to offer treatment 
to an individual sufferer. The treatment of a child by 
psycho-analysis would not be considered a success if at 
the end of it enuresis persisted. This did not mean that 
psycho-analysis had done much, if anything, for the 
general practitioner who was asked to treat the symptom. 
Enuresis was one of those myriad symptoms, like yawning, 
which might mean nothing or a great deal. Much worry 
over bed-wetting was a worry over what was normal, but, 
at the other extreme, bed-wetting might be an early 
symptom of dementia praecox. Generally speaking, it was 
part of a more or less severe difficulty in emotional 
development. Frequently the symptom ceased if left 
untreated. It was usual in general practice to offer some 
medicinal treatment, and there need be no quarrel as to 
whether or not the medicine played a part in the symp- 
tomatic cure which resulted. On the other hand, the 
enuresis might disappear and return at puberty with 
hocturnal emissions. 

The principal emotions expressed by bed-wetting were 
love, hate, repression, and the urge to be rid of what was 
felt to be bad. Every analyst had abundant evidence of 
these things, and would agree that somewhere there was 
always to be found anxiety of one kind or another related 
to fantasy. In enuresis, as in other types of symptoms 
Involving bodily processes, pleasure was being exploited 
i the effort to deal with fear. This was fundamentally 
anormal psychological mechanism. In the infant it was 
seldom, if ever, possible to find pure “‘ pleasure-seeking’’ ; 
there was always some attempt to deal with fear by 


worried. The infant’s feelings were more intense than 
could be discovered through empathy. The normal 
infant in dealing with anxieties used the pleasures which 
the body offered. 

Considered from this point of view there was perhaps 
a real danger in the present-day teaching that mothers 
should train their infants early in certain habits. One 
mother of a loving nature might carry through the training 
without doing harm, but the result was frequently a 
disappointing one. Cleanliness and control of sphincters 
was only stable when it was the result of the ¢hild’s 
unconscious identification, based on love, with clean and 
self-controlled parents or ideal figures in fact or fantasy. 
Mothers who asked for advice on this subject should be 
told to avoid conscious effort at training, and to dg no 
more than give an opportunity to the infant to be clean. 
In other words, they should be told to play for time and 
ignore the unkind remarks of the “‘ in-laws.’’ It was the 
lack of primitive satisfactions that produced the institu- 
tion child, who was notoriously liable to enuresis. Th= 
most difficult enuresis case was the one with no manifest 
anxiety or depression, so that people said the child would 
be quite normal but for that symptom. In such a case 
all the emotional difficulties of the child were being dealt 
with by the one symptom, whereas normally they were 
dealt with in a number of different ways, according as 
they manifested themselves as tempers, moods, phobias, 
and the like. 


Treatment by Suggestion 


Dr. C. J. C. Ear said that intelligence had practically 
nothing to do with the symptom or its absence. The 
feeble-minded child was certainly no more liable to be 
enuretic than the normal. Among the imbeciles and idiots 
it was quite possible to train the children to be absolutely 
clean. Enuresis appeared to be much commoner in 
institutions—not institutions for defectives only—than 
outside, and house-masters and school doctors often told 
of outbreaks which had an almost epidemic character. 
Not infrequently, following the public ‘‘ execution ” of 
an offender, the whole dormitory would be wet. With 
regard to the question of the excitable and the phlegmatic 
child, he could not see that there was any particular 
harm in referring to enuresis as a hysterical phenomenon. 
There was no question that it could be produced by 
suggestion, and be cleared up by suggestion. As to treat- 
ment by drugs, the drugs he had seen suggested began 
with. acetate and ran right through the alphabet to 
valerian ; in addition, surgical measures were suggested. 
An American doctor had gone so far as to put two 
electrodes under the sheeting, so that the sheet became 
a conductor when it was wetted! Punishment had also 
been tried. In one orphanage any boy who wetted the 
bed three times a week was whipped on Saturday morning. 
A recent treatment in a high-grade American institution 
was a large cup of strong coffee last thing at night. If 
anything could be guaranteed to fill up the bladder 
quickly it was strong coffee, but apparently the device 
worked, as did other devices of the most contrary kind. 
One well-known physician of the last century, Sir Dominic 
Corrigan, used to seal the meatus with collodion! The 
speaker himself had practised hypnotism on these children, 
especially older boys, and he thought it worked better 
than anything «lse. No one knew where the psychogenic 
factor began and the physiological factor ended, but he 
thought it justifiable to take the highest common factor 


among all the treatments—namely, suggestion—and by 


the use of suggestion cure was often effected. 


Enuresis and Spina Bifida 


Dr. FRANKLIN BICKNELL said that the question of 
spina bifida had not been raised, either as a causal factor 
or in relation to treatment. He thought about 5 per 
cent. of enuretics had spina bifida. The enuresis in such 
cases was of a much more intermittent kind, whereas 
the type without spina bifida tended, once the condition 
had stopped, to clear up for good. As for cnset later 
in childhood, the only cases he could recall were associated 
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with measles and whooping-cough. Among types of chil- 
dren specially susceptible the flaxen-haired or ‘‘Teutonic”’ 
type was noteworthy, because of the obstinacy of the 
condition ; on the other hand, the child who showed some 
degree of dwarfism, small, dark, and sleek, got better. 
Some of these children seemed subject to queer outbursts 
of temper. An abnormally high percentage of cases 
showing orthostatic albuminuria had been noticed. By 
purely medical treatment, in three years from 50 to 75 
per cent. of the cases which had passed through his 
hands had cleared up or had been reduced to one wetting 
a week. 

Dr. C. H. RoGerson said that there was one very bad 
thing about eneuresis, and that was the name. However 
much they might say that they did not consider it a 
disease entity, the mere fact of the name gave a bias in 
that direction. Enuresis was merely a symptom, and a 
symptom which might be produced at almost any level. 
It was seen in association with epilepsy and with all 
manner of conditions, and there were a great number of 
cases in which the cause was not known. Of these a high 
proportion would clear up with any one of a large number 
of treatments. He had once collected a series of cases 
of enuresis and treated them by a number of different 
medicines, and the results, whether peppermint water, 
glucose, or belladonna was used, seemed to be about the 
same: quite a large number cleared up, and in those that 
did not clear up there was no evident reason for the 
failure. 

Dr. MARGARET LOWENFELD said that it was at all events 
some step forward to have reached the conclusion that 
they were not very successful in conditions like this. One 
of the astonishing things about the child was its own 
attitude to the enuresis. It was surprising how many 
such children enjoyed it. The type of child who suffered 
a persistent enuresis showed an extraordinary capacity 
for continuous and extreme fantasy. It was sometimes 
forgotten that, to the boy more than to the girl, the 
urinary function was a very important part of his 
fantasy life. When he came presently to externalize 
all his fantasies, so that they became a cognitive experi- 
ence and not a semi-physiological emotional experience, 
the condition cleared up. 


PERTUSSIS: ITS PROPHYLAXIS, TREATMENT, 
AND BACTERIOLOGY 


At a meeting of the Section of Epidemiology and State 
Medicine of the Royal Society of Medicine on April 24th, 
with Surgeon Rear-Admiral 5. F. DupLey in the chair, 
a paper was read by Dr. A. D. GARDNER, bacteriologist 
under the Medical Research Council, Oxford, on the 
prophylaxis, treatment, and bacteriology of pertussis. 

Dr. Gardner said that the use of the term ‘‘ pertussis ”’ 
instead of ‘‘ whooping-cough ”’ called attention to the 
chief weakness of the clinical position—the inadequacy 
for diagnosis of the whoop, which was a late symptom 
occurring only in a proportion of cases. The aetiological 
function of the Bordet-Gengou bacillus, Haemophilus 
pertussis, might be considered as established on the follow- 
ing grounds: constant presence in the early stages ; 
absence from healthy persons and in other illnesses ; 
ability to cause experimental spasmodic cough in apes 
and man. Koch's postulates were thus fully satisfied. 
The evidence was against the participation of a virus, 
except possibly as an occasional secondary or terminal 
infection. The definition of the disease pertussis ought 
in future to be based on the causative organism, and 
might run thus: an infection-of the respiratory tract with 
H. pertussis, generally giving rise to a spasmodic cough. 

The evidence on which a diagnosis might be based was 
divisible into the clinical, the haematological, and the 
bacteriological. Clinical diagnosis was impossible in the 
early stages when infection was at its worst, and in 
perhaps half of all cases it remained uncertain to the 
end or was finally made on circumstantial evidence. 
Haematological evidence consisted of the lymphocyte 
count and the complement-fixation test, both of them 
good tests, but neither of them giving the early diagnosis 
so much needed. 


Bacteriological Evidence 


The third method was the bacteriological cough-plate 
test, which gave a sure diagnosis in at least 75 per cent 
of cases from the earliest onset, and therefore afforded q 
means of identifying outbreaks with no uncertainty and 
little delay. Its use in determining the isolation periog 
of infected persons was still, however, in the experiment] 
stage. Some individuals continued to cough up the 
bacillus in the fifth and sixth weeks, and, exceptionally 
even to the eighth or eleventh, but clearly this testing 
procedure was more likely to lead to a rational handling 
of such cases than the application of any rule of thumb, 
An organized diagnostic service- throughout the country 
was very desirable. In many ways ill-organized as oye 
pathological centres were, the method could be worked 
at least in the larger ones and for certain classes of 
outbreaks. Private and public schools would be extremely 
glad of a method of establishing with certainty the nature 
of a catarrhal outbreak at the earliest possible moment, 
and the public health authorities, at present rather 
sceptical, would be interested as soon as more widespread 
enlightenment gave rise to a more definite demand. The 
test was also applicable to the determination of infectivity 
in convalescents, and the consequent early release of many 
patients was socially and economically profitable. 


The Use of Vaccines 


After touching on the intradermal test, the value of 
which could not yet be judged, if it had any (it was an 
immunity test, like the Schick reaction in diphtheria), 
Dr. Gardner turned to the use of vaccines in whooping. 
cough, which, he said, appealed to him far more in its 
prophylactic than in its therapeutic aspect. Prophylaxis 
was capable of scientific proof, whereas it was only ex- 
ceptionally possible to form a scientific judgement as to 
the results of treatment. The work of Leslie and himself 
had revived and amplified the work of the elder Bordet, 
and had shown that only fresh-phase cultures could be 
expected to produce useful antibodies. According to the 
results of L. W. Sauer of Chicago, in a batch of im. 
munized children in families where unimmunized brothers 
and sisters could act as controls not one of thirty-four 
immunized children exposed to strong infection contracted 
the disease, whereas apparently all the forty-five controls 
did. If this evidence could be trusted the case for prophy- 
lactic vaccination in whooping-cough seemed established, 
but even if Sauer’s results were a fluke it could still be 
maintained that attenuation with great diminution of 
serious complications was a realizable aim. There were 
numerous accounts of epidemics brought to an end by the 
inoculation of exposed susceptibles, but the effects of 
inoculation could never be assessed when done during 
small outbreaks. The position of prophylactic vaccination 
was substantially better than four or five years ago, but 
it was desirable that further statistics should be obtained. 
Therapeutic vaccination, however, had little evidential 
support. 

Treatment 


As regards treatment, he did not propose to discuss in 
detail the difficult subject of specific therapy. They no 
longer pretended to cure infectious diseases, which largely 
cured themselves if left judiciously alone, and even the 
claims to ameliorate symptoms were difficult to prove. 
The voluminous literature of the vaccine therapy of pet- 
tussis left him with the feeling that it offered no real hope. 
The possibilities of convalescent serum therapy might well 
be further explored, but unless the exploration was done 
systematically on a large scale a final judgement would 
probably never be reached. 

In conclusion, Dr, Gardner said that pertussis had been 
the Cinderella of infectious diseases, and in consequence 
its incidence and mortality had declined of recent years 
at a slower rate than those of diphtheria and scarlet fever. 
With the new powers of control afforded by the bacterlo- 
logical discoveries of the last ten years substantial 
amelioration might be hoped for as soon as the country 
became, in a transatlantic phrase, sufficiently ‘‘ whooping 
cough conscious.”” 
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Questions and Discussion 


The PresIpENT said that whooping-cough was a serious 
disease, but it conferred a good immunity, and once the 
right technique was obtained a satisfactory vaccine ought 
to be made. Dr. E. W. Goopatt said that unfortunately 
in hospital practice cases were obtained only when they 
whooped. He had not found that whooping-cough spread 
very much in the wards ; it was not like measles or scarlet 
fever. He protested against the term “‘ pertussis,’’ which 
meant a severe cough. Did all these whooping-cough 
cases get a very severe cough? He begged that the old 
clinical terms might remain. 

Dr. J. D. Rottesron, who associated himself with the 
protest against the use of the term “‘ pertussis,’’ mentioned 
a forme fruste whooping-cough, without a whoop, which 
occurred in elderly persons, and from an epidemiological 

int of view was extremely interesting and important. 
It was in this kind of case that the cough-plate method 
should be used. He referred to a useful paper read three 
years ago by Professor (now Sir Arthur) Hall on this 
subject ; he, by a coincidence, had seen a large number 
of cases Of whooping-cough in old persons. Mr. ParrisH, 
as a laboratory worker, spoke of the difficulties of infecting 
laboratory animals, also the laboratory difficulty of getting 
large amounts of human blood for growing cultures for 
vaccines. He had tried horse blood, but the organisms 
did not remain in the smooth phase for any length of 
time. He had seen in the literature that sheep blood was 
satisfactory, but he had not tried it out personally. 

Dr. A. G. SIGNY said that there was no question that 
once a case Of whooping-cough developed in a ward the 
disease ‘“‘ just ran round the ward.’’ So far as_ blood 
counts were concerned a certain amount of leucocytosis 
was shown in the early stages. In the cough-plate test 
it was well to remember that the first plate was not 
always to be relied upon. Dr. H. S. Banks said that in 
hospital they did not get very great opportunities for 
testing out the diagnosis by the cough-plate method, but 
in his own hospital they had been trying in the earliest 
cases to explore this method, and the practical difficulties 
were considerable. He found that out of four wards it 
was only in one he could get positive results, possibly 
because the sister in charge had taken a special interest 
in the matter and was conforming more to the desirable 
technique, but even in that ward the results varied from 
time to time. He asked how long a plate should be 
exposed while the patient was coughing in it, and whether 
it was an important point in the technique that the plates 
should be dried out from all moisture before they were 
coughed upon. Sir WELDON DaLRYMPLE-CHAMPNEYS and 
Dr. MoNCKTON COPEMAN asked a series of questions, prin- 
cipally on the technique of testing. 


The Opener’s Reply 


Dr. GARDNER, in his reply, said that the result of the 
cough-plate test could be ‘ascertained within seventy-two 
hours of receiving a plate. The result was never taken on 
the second day of incubation, but always on the third. 
It was a very much disputed point how soon immunity 
developed after inoculation. The few people who had 
done any valuable work differed on the subject. Sauer 
believed a long period had to elapse—many months after 
the termination of the course. There was certainly no 
final scientific evidence on the point, and it needed 
investigation. He did not think Saucr’s data were suffi- 
cient, though he supposed there were parallels in the case 
of toxoid immunizations which took some time to reach 
their full efficacy. 

As to whether vaccine would attenuate a disease already 
developed, there was no evidence that it would do so 
atall. It must be prophylactic and done well in advance 
of the actual infection. The question of natural immunity 
was more for the epidemiologist than for himself to answer. 
Ii was obvious that very restricted outbreaks occurred in 
communities with a large number of susceptibles. There- 
fore whooping-cough did not seem to offer quite the same 


He had been asked whether the plates had to be 
specially cared for in transit. This was not so: the 


bacillus did not die out ; the organism was rather remark- 


in the ice chest. A plate taken and not incubated for 
twenty-four hours would grow just as well after that 
period. The possibility that the specific organisms might 
be overgrown by others non-specific was largely countered 
by the type of medium used, which offered a relatively 
small amount of nourishment for the commoner types of 
organisms, the medium being potato juice extract without 
any meat in it, and fresh blood, which had a certain 
inhibitory action on common organisms and relatively 
encouraged the specific ones. Of course a certain number 
of plates were grown over by spreading organisms, and 
one point of technique was to look at the plates each 
day and, if necessary, cut out these colonies. 

Could serum therapy be used for attenuation? He was 
rather chary of pronouncing on serum therapy. It was 
promising in special cases which it was desired to protect, 
but a good deal more work required to be done. On the 
technique of the cough-plate method he had always agreed 
that it was a difficult one and one that needed special 
training, particularly on the part of the laboratory worker 
who examined the plates, but it needed only ordinary 
intelligence and good will, after a certain amount of 
instruction, on the part of the person who actually took 
the plate. On persevering with the method the difficulties 
disappeared. He saw it carried out in Denmark, the 
mothers in their own houses taking the plates, and the 
whole thing proceeded very smoothly, but on passing on 
to Sweden, where there had been less experience, it did 
not seem to work at all. He thought the plate should 
be exposed about ten seconds on the average, but careful 
instruction was necessary on the point. 

Asked as to the reliability of vaccines, Dr. Gardner 
said that the vaccine of Parke Davis made at St, Mary’s, 
the Burroughs Wellcome vaccine, and the Sauer vaccine 
were all perfectly reliable, but he was dubious of some 
vaccines from Continental sources. 


PHYSICAL EDUCATION IN SCHOOLS 


Dr. E. Kaye Le Frieminc, chairman of the Physical 
Education Committee of the British Medical Association, 
opened a discussion on the problem of physical education 
in schoois at the spring session of the Royal Sanitary 
Institute on April 21st, with Dr. G. F. Bucuan, vice- 
president of the Institute, in the chair. 

Dr. Le Fleming urged the great importance of develop- 
ing in the minds of head masters of schools right ideas 
about the need of the proper education of the body as well 
as of the mind, and of including in the school curriculum 
gymnastic training and instruction in hygiene as well 
as the practice of games and sports. From the general 
standpoint the most obvious shortcomings at present were 
the wearing of too heavy clothing by the children during 
games and gymnastic classes, the allocation of insufficient 
time, and the failure to regard physical education as 
being as important as mental education. Boys’ schools 
were as a rule far behind girls’ schools in these respects, 
because of the lack of suitable colleges and institutions 
for training teachers. Physical education was not made 
sufficiently enjoyable, and it was not yet sufficiently 
realized that it included such activities as games, 
swimming, and dancing. The teaching of physiology and 
personal hygiene was too often inadequate, although the 
students were always eager to receive it. Such education 
should not be carried on indoors and in foul air, and it 
should be conducted with active medical co-operation, 
advice, and supervision. Taking the various types of 
schools in turn, Dr. Le Fleming said that there had 
been great advances latterly in the public elementary 
schools under the inspiration and encouragement of the 
Board of Education. The governors of the schools were 
becoming much better acquainted with the needs and 
possibilities of physical education, and even in the 
smallest rural schools the teachers were trying keenly 
to do their best, even with poor equipment and accom- 
modation. Better conditioned playgrounds and more 
playing fields were wanted. In the private preparatory 
schools, with a few notable exceptions, it had to be 
admitted that the idea of such education had _ hardly 
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dawned. They needed graduate masters proficient in 
games and with special teaching qualifications to 
supervise this branch of the ideal curriculum, but the 
financial side presented a serious difficulty. The junior 
technical schools for the most part could do nothing 
because no facilities were provided. In the larger and 
public schools there was much better accommodation, 
but unfortunately there was a tendency to consider that 
the whole bill was filled by field games. What was 
wanted in each was a physical education master, holding 
an equal position with the other masters, and linking 
games with other forms of physical training. Games 
might indeed be considered in some measure as the special- 
ized end of physical education which enabled boys to 
play them better. The periods of instruction should fall 
within the normal school hours, and these periods would 
actually enhance the value of those devoted to intellectual 
teaching. The better position in schools for girls was 
attributable to the fact that for more than fifty years 
there had been training colleges in this country for girls 
and young women in training to become teachers. High 
credit was due to the Bergman Osterberg Physical 
Training College at Dartford, the pioneer in this respect. 
In universities, broadly speaking, the conception of the 
need of physical education was absent, though there 
were one or two exceptions, as in Glasgow. Although 
Denmark had made physical education a compulsory 
part of school education 120 years ago, universities in 
Great Britain had hardly yet begun to think about it. 


General Discussion 


In the ensuing discussion Major-General P. H. 
HENDERSON (representative of the Army on the B.M.A. 
Committee) claimed that the Army system of training 
teachers of physical education was the best of its kind 
in the world, and he thought that greater use could 
profitably be made of the preduct of its work. Its 
system was based on_ physiological and __ scientific 
principles ; a hygiene specialist had been appointed, and 
all training was under his supervision. All those so 
trained had reached an intellectual standard of a level 
equal to that of those entering the universities, and he 
argued that the lack of social status associated with a 
university degree should not be held to be detrimental 
to their employment in public schools. They had 
excellent facilities for learning how to teach boys from 
the age of 14 upwards. 

Dr. F. W. W. GrirFINn (representative of the Central 
Council of Physical Recreative Training), quoting from 
the educational pamphlet No. 104, issued by the Board 
of Education, stressed the importance of the institution 
of a department of physical education in the higher 
schools of this country, which would correlate all the 
physical activities in the schools, offer co-operation with 
those responsible for the academic side of the curriculum, 
and initiate a development which was still lacking even 
in Scandinavia. Such correlation of effort was a cardinal 
principle of the work of the Central Council, among the 
activities of which at the moment was the improvement 
of playing fields as well as the institution of centres of 
physical education in cities where the facilities for open- 
air work were inadequate. 

Miss P. SpaFFORD (representative on the B.M.A. Com- 
mittee of the National Playing Fields Association and 
the Ling Association) referred to the still inadequate 
amount of time devoted to physical education in girls’ 
schools. In very few was there proper co-operation 
between the teachers of physical education and the school 
medical officers. She thought that the teachers should 
be present at the medical examinations of their own 
pupils. Another general defect was the lack of appre- 
ciation of the importance of this subject by the other 
teachers in the schools, resulting in inadequate following 
up of the teaching about health and hygiene in the 
remainder of the school hours. 

Other points brought forward by subsequent speake#s 
were the continued existence of undernourishment in 
this country and its hindrance of active physical training, 
the still obvious and harmful lack of sufficient rest, the 
improvement in the vital capacity resulting from the 
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sound training for teachers, and the difficulty of fitting 
this subject practically into an already crowded schoo} 
curriculum. 

Dr. Le Femina, replying briefly to the brisk ang 
practical discussion, agreed with General Henderson ag 
to the merits of teachers coming from the Army, but 
added that it was still held strongly in some schools that 
men of university graduate standing were demanded. Ip 
any case a further period of civilian training would be 
necessary for these Army instructors, so that the special 
outlook of the civilian population might be inculcated, 
He agreed, also, that the co-ordinating work of the 
Central Council of Physical Recreative Training was of 
prime importance, and as a member of that council 
himself he hoped it would be possible to grasp the 
opportunity. Better conditions were already apparent 
as regards nutrition and suitable clothing in the country 
generally. If the universities would supply graduates jp 
physical education there would be abundant openings 
for them as soon as the need was realized by the 
community. 


RADIUM TREATMENT OF CERVICAL 
CANCER 


At a meeting of the Edinburgh Obstetrical Society on 
March 11th, with the president, Dr. DouGLAs MILtrr, 
in the chair, Sir ComMyNs BERKELEY read a paper on 
radium and cancer of the neck of the uterus. 

He referred to the tragic and often unnecessary delay 
in making a diagnosis and instituting efficient treatment, 
In a group of cases he had investigated he had found 
that the average time from the initial symptoms until 
a doctor was consulted was five months, and another 
five months elapsed before proper treatment was estab- 
lished after diagnosis. The blame therefore lay partly 
with the patient and partly with the medical profession. 
In an attempt to remedy this Sir Comyns stressed, first, 
the importance of disseminating knowledge indicating 
when menstruation was to be considered normal, and 
advising vaginal examination if any irregularity developed, 
This should be done at post-natal clinics by leaflets and 
verbal instruction, by hanging notices in gynaecological 
out-patient departments, and educating midwives to 
spread the information and persuade women with irregular 
vaginal bleeding to obtain medical advice. Secondly, he 
said it was not only the duty of the medical practitioner 
to examine locally and investigate completely all cases of 
irregular vaginal haemorrhage, but all cervical erosions 
should be treated thoroughly ; if they did not respond 
quickly a biopsy was indicated. He fully realized the 
difficulties doctors faced, especially when blamed for 
making an unnecessary fuss where the findings proved 
negative. Recently the British Empire Cancer Campaign 
had set up a central propaganda committee, lectures given 
by local practitioners being organized for the lay public. 
This was at present being tried out in certain districts. 
Considering the incidence of cervical carcinoma, Sir 
Comyns’s cases showed that 30 per cent. occurred between 
the ages of 50 and 60. Child-bearing was an important 
precursor, 95 per cent, of the patients being married, 
and the average number of pregnancies being 5.4. As 
to the actual technique of treatment with radium _ he 
argued that a general anaesthetic should always be given, 
because a more detailed examination was _ possible ; 
efficient application, even with a multiplicity of appli- 
cators, was by no means always easy. Whether or not 
x rays should supplement radium treatment was still 
under debate. Heyman of Stockholm was not yet con- 
vinced of its benefit, but found that the bomb had a 
definite place in extensive cases. Theoretically Sit 
Comyns considered that it was sound, and it was now 
being used as a routine measure at his clinic. Before 
the reliable statistics which were so needed could be 
published, efficient follow-up systems, which meant much 
work and ingenuity, must be evolved. The preliminary 
examination and grouping of cases, the treatment, and 
the follow-up examinations should only be made by the 
chief and his first assistant, so that the same standards 


Army training system, the inadequacy of facilities for 


should be maintained so far as possible. To place a case 
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in its proper group was often no easy matter ; in difficulty 
sir Comyns advocated ‘* up-grading ’’ as the proper course 
to follow—namely, to choose the group in which there 
was the greater chance of recovery. A bimanual exam- 
ination did not always indicate the real amount of spread, 
for example, to the bladder. On the other hand, para- 
metrial masses suggesting malignant extension often proved 
to be inflammatory in nature. ‘‘ Down-grading’’ was 
able to result in this latter type of case, and so statistics 
were falsified by improving the results in cases in Stage I 
and Stage IV. The only survival rate of use for purposes 
of comparison between different centres was the absolute 
survival rate—namely, the calculation to be made from 
all cases seen whether treated or not. It would eliminate 
the effects of up-grading or down-grading, and was vastly 
superior to comparisons of the gross or net survival rate. 

The paper concluded with a statistical review of the 
cases dealt with at the London County Council Radium 
Centre for Cancer of the Uterus. 


THE REVIVAL OF SNUFF-TAKING 


The last five years, according to figures quoted by Dr. 
. D. ROLLESTON in a paper read before the Society for 
the Study of Inebriety on April 21st, have seen a distinct 
revival in the habit of snuff-taking. The origin of this 
may perhaps be traced to some letters in the Times by 
Sir Buckston Browne advocating snuff as a prophylactic 
against colds in the head. Dr. Rolleston himself, as one 
who had escaped the tyranny of the cigarette and was 
not unduly subject to winter catarrh, declared that he 
had no intention of joining the ranks of the snuff-takers, 
but he read a most learned paper on the subject, tracing 
the practice from the earliest times. In England it seems 
to have come in at the Restoration, though it is curious 
that there is no allusion to the habit in Pepys’s Diary. 
The grand era for snuff was undoubtedly the eighteenth 
century, but it continued down to the middle of the nine- 
teenth, after which it fell away. It was suggested in the 
meeting that the reason for its disfavour was the pro- 
nounced objection of Queen Victoria to anyone sneezing in 
her presence. Thus a habit which had had a great vogue 
in Court circles seemed likely at one time to find its last 
refuge in workhouses and mental hospitals, though there 
were eminent physicians like Sir Lauder Brunton to say 
a good word for snuff. Z 

Sir Buckston Browne told the Society that his experi- 
ence of its virtues dated from his early days in practice, 
when, after operations very early ir the morning, and 
seeing patients more or less continuvusly until four in 
the afternoon, he was by that time, when he was due 
to start out on his carriage visits, in a very tired condi- 
tion. He procured some snuff, and found it refreshing 
and useful, but he was careful to follow, or to better, the 
example of Charles Darwin, who, at Down House, kept 
his snuff in jars in the hall, so that if he wanted a pinch 
he had to leave the room to obtain it. Sir Buckston 
Browne placed his snuff at the top of the house, so that 
an ascent of the stairs was necessary for each indulgence. 
He attributed his immunity from colds in the head to 
the action of snuff in stimulating the nasal circulation 
and the flow of mucus. Of course, pepper and a number 
of other powders would induce sneezing, but tobacco snuff 
was more than an irritant ; it was agreeable to most 
people, stimulating at first and then narcotic, and 
astringent to the mucous membrane. ‘‘ If you think you 
are sickening for a cold in the head,’’ Sir Buckston 
advised his audience, ‘‘ take a good pinch before going 
to bed, and you will wake up quite well in the morning.”’ 
That the habit still has in some quarters a ceremonial 
significance was shown by Dr. WiLL1AM Brown, president 
of the Society, who said that it was the custom in the 
Oxford colleges after dessert for the snuff-box to go 
round, and for perhaps one in four or five of the dons 
Politely to partake ; and there was in the sight of the 
meeting the mull which Sir Buckston Browne presented 
to the Athenaeum, and which is filled every morning and 
emptied every night. The discussion was concerned with 
the historical rather than with the social aspect of snuff- 
taking, but some odd indulgences were mentioned. 


CORRESPONDENCE 


Prevalence of Pneumonia 


S1r,—Professor W. H. Wynn, in his article on ‘‘ The 
Treatment of Pneumonia ’’ in the Journal of January 11th 
(p. 45), states that ‘‘ older physicians have frequently 
remarked that classical lobar pneumonia is now less fre- 
quently seen than formerly.’’ He also gives the results 
of an inquiry into the prevalence of bronchopneumonia 
and lobar pneumonia between the years 1925 and 1934, 
excluding secondary bronchopneumonia. If classical lobar 
pneumonia is really diminishing in frequency as, for 
instance, chlorosis has diminished, then this is a matter 
of considerable importance from a pathological point of 
view. It would suggest that there is some factor beyond 
infection which was operating to a greater extent a genera- 
tion back than at present. Such a factor might be a 
nutritional one, or the change due to the healthier lives 
we now live. It seemed, therefore, interesting to look 
up the data in the Adelaide Hospital from the beginning 
of 1920 to the beginning of 1935 to see whether thefe is 
any evidence of diminution, and also to ascertain how 
the Australian experiences compare with British. 

In the Adelaide Hospital all the lesions met with at 
necropsy are tabulated separately on cards, which indicate 
at the same time all the accompanying lesions in other 
parts. These are arranged in thousands and are pub- 
lished in the archives of the Adelaide Hospital, where they 
are available for reference. From these published results 
it is easy to see how many cases of lobar pneumonia or 
of bronchopneumonia have occurred in the 3,000 necropsies 
during the period under review ; and also with what 
other lesions these conditions were associated. The head- 
ings under which these lung lesions have been tabulated 
are: Lobar pneumonia ; Bronchopneumonia ; Atypical 
pneumonias (only in the last 2,000 post-mortems, many 
of these probably atypical lobar pneumonias) ; and Hypo- 
static pneumonia. Septic and pyaemic pneumonias are 
not included. The following table shows the results. 


Lobar Broncho- Atypical | Hypostatic 
Pneumonia pneumonia Pneumonia Pneumonia 
First 1,000 | 51 57 (excluding = 44 
(1920-1925) 4 influenza) 
Second 1,000 4 68 17 47 
(1925-1929) 
Third 1,000) 28 50 (exeluding 16 49 
(1929-1935) 2 influenza) 
Total—3,000 | 181 


At first sight it would seem that lobar pneumonia had 
definitely decreased during the last sixteen years. This 
may be the case, but in the first thousand atypical forms 
of pneumonia were possibly mostly included under lobar 
pneumonia, whereas in the second and third thousand 
these were given a place to themselves. If most of the 
atypical pneumonias are added on to the lobar pneumonias 
it would seem that there has been only a slight tendency 
for lobar pneumonia to become less prevalent during the 
last fifteen years. 

I have not differentiated between secondary broncho- 
pneumonia and bronchopneumonia as a whole. If by 
secondary bronchopneumonia is meant hypostatic pneu- 
monia, our cases of bronchopneumonia compare with the 
figures given by Professor Wynn. If by secondary broncho- 
pneumonia is meant an atypical bronchopneumonia, not 
hypostatic, occurring, say, during the course of a systemic 
disease, then our figures are not comparable because all 
such are included in our series. 
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In the series quoted by Professor Wynn there were 
136 cases over the age of 10, and sixty-six of these were 
due to lobar pneumonia and seventy to bronchopneumonia. 
Our figures in 3,000 post-mortems were 113 of lobar 
pneumonia and 181 of bronchopneumonia ; or if the 
atypical are combined with the lobar pneumonias, 146 
and 181. In other words, fatal pneumonia in adults in 
the experience of the Adelaide Hospital is more often 
a bronchopneumonia than a lobar pneumonia. 

In the last 1,000 post-mortems ‘t is interesting to note 
the prevalence of the condition in males ; twenty-three of 
the twenty-eight cases of lobar pneumonia were in males ; 
thirty-seven of fifty cases of bronchopneumonia, excluding 
two influenzal cases ; eleven of sixteen cases of atypical 
pneumonia ; and thirty-nine of forty-nine examples of 
hypostatic pneumonia. As we hold post-mortem exam- 
inations on rather more than three men to two women, it 
will be seen that the above prevalence of males in our 
data is a real prevalence in this sex and is not merely 
the result of more post-mortems being held on them than 
on women. Evidently the male sex is distinctly more 
liable to all forms of pneumonia than are women.—I 


etc., 
J. B. CLeLanp, M.D., 
Marks Professor of Pathology, University 
of Adelaide, and Honorary Pathologist, 
Adelaide Hospital. 


am, 


Adelaide, March 6th. 


Treatment of Pneumonia 


Sir,—I have read with interest the article on ‘‘ The 
Treatment of Pneumonia’’ by Professor W. H. Wynn 
in the British Medical Journal of January 11th. It is 
obvious from this and from other articles which have 
appeared during the last year or so that we are on the 
eve of a great advance in the treatment of this disease. 
I have no wish to detract from the extremely valuable 
work done on vaccine and serum treatment, and I trust 
my remarks will not be interpreted in this way. How- 
ever, there must still be many doctors in country districts 
at home, and many more abroad, who have not the 
facilities of a well-equipped general hospital, with labora- 
tories, bacteriologists, oxygen apparatus, etc. To these 
colleagues I offer the following notes, which are the 
result of eleven years’ experience in such places as the 
Assam tea gardens, Trinidad, Burma, and Iraq. The 
population of which I have been in control has varied 
in the different places from 2,000 to 13,000, so I may 
safely say that at least the normal number of pneumonia 
cases have come my way. 

My procedure, which to some may seem heretical, has 
been to leave my patients alone as much as possible and 
merely hold a watching brief on their behalf. 

On admission the patient is given a moderate purge, and 
thereafter the only moved, if necessary, by 
enemata. From the first he is not allowed to lift his head, 
but is fed by the feeding-cup. If the cough is dry he is 
given a simple expectorant for a day or two, which is 
stopped as soon as sputum is established, but from the first 
he is given this mixture: Tr. nuc. vom., m 7}; tr. digitalis, 
m 74; spt. ammon. aromat., m 15; aq. ad 5 4, t.i.d. 

On the day when the crisis is expected, or if symptoms 
of circulatory embarrassment appear, camphor in olive oil 
is injected. Camphor is preferred to other stimulants as its 
absorption in an oily medium is slow, and hence action is 
more prolonged. The principal drawback of other stimulants 
is that their action is too quickly over; they have their 
place in an emergency, but not in the routine case. The 
purpose of the mixture is the administration of a general 
tonic which will support the patient and allow as full play 
as possible to vis medicatrix naturae. 

For pain I have found of the greatest benefit constant 
dry heat, such as can be obtained by the use of a smawi 
electric blanket, say 18 by 12 inches, laid under or on the 
affected side without embarrassing the respiratory move- 


bowels are 


ments. These small blankets have usually a switch with 
three intensities of heat, and can be regulated to suit 
different needs of the same patient at different times, In 
the absence of electric power a kaolin plaster is next best, 
For insomnia or excitement I give one or two Capsules, 
each containing 2 grains aspirin, 2 grains phenacetin, 2 graing 
pulv. ipecac. co., and 1 grain caffeine citrate ; or bromidg 
and chloral, or paraldehyde, according to the degree. There 
is nothing, of course, of more importance than good nursing, 


The policy of non-interference, which by the way jg 
quite different from that of laissez-faire, originated for 
me in the remark of an old clinical teacher of mine 
in Glasgow: that probably more pneumonia patients 
died through the interference of’ an enthusiastic doctor 
than from the disease. This, of course, was an over. 
statement in order to drive the point home, but I have 
often recalled it when I have seen a pneumonia patient 
being treated with this, that, and the next thing in 
rapid succession, when all he wanted was to be left to 
rest his weary body in peace and conserve his energy 
and resistance. 

Omitting for the moment the undoubted possibilities 
of vaccine and serum treatment, I am convinced that 
the above policy affords the average pneumonia patient 
his best chance of recovery. My patients have been 
partly European, but were mostly natives, many of the 
latter being in a state of debility from other diseases, 
such as hookworm, malaria, or amoebiasis. The only 
figures which I have refer to the summer of 1934, when 
I was in charge of the medical side of a hospital in 
Burma. There were eleven cases with no deaths. This 
compared with twenty-six cases and seven deaths during 
the same period of 1933. These figures alone are too 
small to be conclusive, but the experience of other years 
bears them out. I have a great admiration for the 
excellent work recently done on vaccine and serum treat- 
ment, but I venture to suggest that, apart from larger 
towns and places where the patient can have all the 
resources of a well-equipped hospital at his command, the 
policy of a guarded non-interference is still the best one 
to adopt for those whose practices are in out-of-the-way 
places or whose lines are cast, as mine are, on the 
‘‘ fringes of civilization.’’—I am, etc., 

GRANT R. GRIBBEN, M.B., 


Iraq, March 28th. 


Physiotherapy in Treatment 

Sir,—I read with great interest Dr. E. B. M. Vance's 
article on physiotherapy in the treatment of injuries in 
general and orthopaedic practice (Journal, January 11th, 
p. 53). I think Dr. Vance raises an important. point 
when he condemns the too common practice of referring 
injured persons to the massage department for ‘‘ hot air 
and massage.’’ This more or less traditional phrase 
should now be considered obsolete, and the more rational 
one, which Dr. Vance suggests, of ‘‘ physiotherapy” 
should be substituted. 

With his remarks on massage I am in full agreement, 
but feel that his rather sweeping condemnation of the use 
of electricity cannot be allowed to pass unchallenged. In 
the first place, Dr. Vance states that ‘‘ in the ultra 
violet lamp we have a method of employing heat ’’ ; this 
must at once make it fairly obvious that Dr. Vance’s 
scientific knowledge of this branch of electrotherapy is 
fundamentally unsound, for the ultra-violet rays belong 
to the shorter side of the visible spectrum and contain 
a very small percentage of heat rays. 

In a later paragraph he states that ‘‘ after galvanism 
and faradism there was the ‘static wave’’’ (why 
inverted commas?). To begin with, his history of elec- 
tricity is very much at fault. Static electricity (of which 
the static wave is only one of many ways of applying this 
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modality) was known and used by medical men long 
before galvanism and faradism were first introduced, 
about 1795. In those days these electrostatic machines 
were worked by hand, and were later relinquished in 
favour of the easier methods of producing electrical 
currents, such as the galvanic and faradic, by means of 
batteries. However, in the twentieth century, with the 
advent of the electrical motor, the static machine has 
again come into its own, but with many improvements. 

“Now,” says Dr. Vance, ‘‘I am informed we are 
threatened with a ‘ wireless wave. This statement 
makes it clear that he is not quite conversant with modern 
developments in electrotherapy : wireless waves, by which 
I take it he means “ short-wave therapy,’’ have been in 
cinical use in England, Germany, and America for six 
years. In other words, it appears that it is difficult to 
keep up to date in both the surgical and the electro- 
therapeutic fields, and Dr. Vance’s remarks on the use 
of electricity may be taken for what they are worth. J 
think it is rather regrettable that Dr. Vance should see 
fit to make statements which belittle such a valuable and 
scientific form of therapy. 

One need only mention the rehabilitation of thousands 
of soldiers after the war by various electrical means and 
see the work that is being done at such hospitals as the 
Royal Free Hospital, under Dr. C. B. Heald, and at 
St. Bartholomew's under Dr. E. P. Cumberbatch, and 
at many Others in England and America, to make one 
realize the great value of electrotherapy.—I am, etc., 


Christchurch, N.Z., March 7th. W. Gorpon RIcH. 


Progressive Familial Hypertrophic Neuritis 


Sir,—I was much interested to read Dr. E. L. Cooper’s 
paper on progressive familial hypertrophic neuritis 
(Jounal, April 18th, p. 793), and to see that cases of 
this disorder have now been observed in Australia. There 
can be little doubt that the disease is uncommon, though 
it is certainly widespread in its geographical distribution. 
For some years I have thought that the disease was often 
unrecognized, and probably much commoner than the 
cases recorded in the literature would suggest. Since pub- 
lishing some cases with Dr. Ritchie Russell in 1930 I 
have seen thirteen families who appear to be suffering 
fom hypertrophic neuritis, including thirty-two affected 
persons. In a paper read to the Second International 
Neurological Congress, held in London last year, I pointed 
out that most of these cases suffer from bilateral claw- 
foot, and are usually found in orthopaedic clinics ; it is 
interesting to note that all Dr. Cooper’s cases suffered 
from this deformity. Although the final proof of hyper- 
trophic neuritis lies in the histological appearance of the 
peripheral nerves, I have no doubt that Dr. Cooper has 
recorded a new family suffering from this disease. 

I think I was the first to point out that hypertrophic 
neuritis is inherited as a simple Mendelian dominant, and 
that the mode of inheritance is fairly regular. This is 
well illustrated by Dr. Cooper's cases (although he makes 
no reference to it), as there are affected people in each 
of three successive generations. There is, however, one 
abnormality in his pedigree, and that is the male (No. 9) 
in the third generation, who is recorded as being affected, 
though having a normal mother and an affected maternal 
sfandmother. Neither this patient nor his mother has 
been examined, and I do not think he can be accepted 
as an example of hypertrophic neuritis on hearsay 
evidence ; at the same time it may be found on examina- 
tion that he is suffering from the disease, but in this case 
itis almost certain that the mother will also show signs, 
fven though there have been no symptoms ; it is not 
uncommon to find a so-called normal person showing a 


mild degree of claw-foot with absence of some (or all) 
of the tendon-jerks. 

I have satisfied myself from recent experience that the 
subjective manifestations of this disease may not appear 
until middle age, and although the hard and _ painless 
enlargement of the peripheral nerves is an important 
diagnostic feature, it is very difficult to demonstrate in 
many of the cases.—I am, etc., 


Leeds, April 2ist. HuGu G. GARLAND. 


Transient Hemiplegia and Analogous Conditions 


S1r,—Most doctors must have seen cases similar to that 
described by Dr. Summers on page 819 of your issue of 
April 18th, and the explanation now generally held is 
that they are due to transient vasospasm analogous in 
aetiology to intermittent claudication, many cases of 
anginal pains and numerous other symptoms arising from 
localized ischaemia in different regional areas. Spontan- 
eous recovery supervenes in due course ; but alcohol, as 
instanced in the case Dr. Summers records, acting as a 
peripheral vaso-dilator, is one of the most valuable 
remedies, and in the cardiac anginal neuroses has a more 
durable effect than trinitrin, though both have their uses 
and point to the same aetiological factor. But we are only 
beginning to realize the innumerable symptoms which may 
be produced by peripheral vasospasm. I recollect many 
years ago a case of status epilepticus, apparently heading 
for death, which was instantly terminated by inhalation 
of amyl nitrite. 

Dr. Summers’s conjecture that his dose of brandy in- 
hibited the formation of an incipient thrombus is, I think, 
improbable, but elderly people with cardiovascular disease 
are by no means immune from transient attacks due to 
vasospasm, and in such cases an eventual organic lesion 
(thrombosis or haemorrhage) is a likely development.— 


em: ete:, 
CLAUDE WILson, M.D., F.R.C.P. 
Tunbridge Wells, April 21st. 


Radiology of Gastro-intestinal Tract 


Str,—Dr. Maurice Shaw’s unusually interesting address 
on ‘‘ Medical Facts and Fallacies,’’ published in the 
Journal of March 14th, contains the following statement : 

‘The application of radiology to gastro-intestinal disease 
gives rise to another widely held fallacy. It is often supposed 
that a film or films of the alimentary canal following the 
ingestion of a barium meal will be sufficient to detect organic 
lesions or functional disturbances. Actually such films are 
of relatively little value. Direct visualization of the viscera 
on the fluorescent screen is essential for accurate radiological 
diagnosis. Films have their place in confirming what has 
been seen upon the screen with greater definition or for making 
a permanent record ; by themselves they prove little, and they 
may often fail to disclose abnormalities which have been 
clearly seen by the direct method. Screen examination must 
be left to the expert, and it is better not to attempt gastro- 
intestinal work in hospitals and _ institutions where the 
apparatus and personnel are unequal to the task ; otherwise 
mistakes will be made and much valuable material wasted.”’ 


This observation coming from a physician of his experi- 
ence is significant. It would be interesting to know by 
what process he arrived at such an important conclusion, 
a conclusion which I am sure but few radiologists and 
medical men in general appreciate. For accurate gastric 
work I consider that the following rule should be observed : 
‘“ Use your eyes, hands, and fluorescent screen for diag- 
nosis—the radiograph for recording purposes.’’ Incident- 
ally this sums up Dr. Shaw’s remarks. 

Any form of technique will enable the grosser lesions of 
the stomach—the surgical lesions—to be detected ; but 
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observance of the above rule will not only give an in- 
creased accuracy of some 20 per cent., but, what is still 
more important, it will show up lesions in an earlier stage 
—the medical lesions—at a period when medical treatment 
is more likely to be successful. The value of this rule 
was forced upon me some twenty years ago at the London 
Hospital, and led to the development of the fluoroscopic 
manipulative method. I drew attention to the importance 
of visualizing the gastric mucosa in a paper read at the 
Congress of Radiology and Physiotherapy in June, 1922 
(Lancet, 1922, ii, 1059). I described the process as that 
of ‘‘ whitewashing,’’ the thick emulsion being swallowed 
in small quantities at first, and then spread over the 
gastric mucosa by careful manipulation of the hands 
on the abdomen. This method has been the subject 
of correspondence in recent issues of the British Medical 
Journal. The art of gastric manipulation should not be 
confused with the so-called ‘‘ belly-prodding ’’ usually 
used. Dr. Barclay and myself were, as far as I know, 
the only advocates of genuine manipulation at a time, 
some fifteen years ago, when the American slogan ‘‘ Show 
it on a plate ’’ dominated radiological practice in this 
country. 

While the ideal embodied in this war-cry was no doubt 
a laudable one, it is an ideal only in part realizable. The 
methods chosen often resulted in embossed folders six 
feet long, containing numerous reduced prints, being sent 
to the unfortunate practitioner. No mere multiplication 
of films, even if they are taken from varying angles, can 
take the place of the skilled hand working in conjunction 
with the trained eye. 

At the London Hospital between the years 1919 and 1922 
the manipulative method in my hands gave 94.5 per cent. 
of correct diagnosis. Operative and post-mortem findings 
only were accepted as the final diagnosis. Every case was 
diagnosed by screen examination, the radiograph recording 
the condition wherever possible. Thanks to the improve- 
ment in apparatus there is now but little difficulty in 
producing good quality radiographs. Nevertheless, I 
maintain that accuracy in gastric work has not shown 
a parallel improvement. Many radiologists are so occupied 
in producing radiographic records that the importance of 
the screen examination is apt to be lost sight of. The 
recent work of Akerlund and Berg has made possible the 
recording of the gastric mucosa on the film. This is a 
step in the right direction, but it can never replace the 
manipulation of the stomach by the hands.—I am, etc., 

London, W.1, April 23rd. S. GILBERT Scort. 


Gas and Air Analgesia in Midwifery 


Sir,—Dr. Minnitt’s gas and air apparatus has amply 
proved its efficiency and utility, and has already provided 
inestimable relief to vast numbers of patients in labour. 
In the same way, however, that gas or gas and oxygen 
anaesthesia is made smoother and more pleasant when 
some form of premedication or basal narcosis has been 
previously instituted, so does Minnitt’s apparatus provide 
the optimum peace of mind and relief from pain to the 
patient if she is at the same time under the influence of 
one or other of the many drugs now at our disposal. 

Each practitioner has his own preference, but I am 
well content, for many reasons, with chloral, with or 
without bromide. In doses within the pharmacopoeial 
range the desired effect can be obtained without the 
necessity of the help of someone other than the patient 
to apply the face-piece and press the valve ; with larger 
doses additional help will often be required. 

The use of carbon dioxide and oxygen inhalation in 
post-partum haemorrhage to cbtain and maintain good 
uterine tone has long been known. For this purpose 
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Minnitt’s apparatus may be used in the following Way, 
Increase the CO, content of the patient's blood by 
occluding as many of the air-holes in the circuit as may 
be required, either with one’s fingers or by means of a 
strip of adhesive plaster, which, if fixed at one end, cap 
be made to cover as many holes as desired. The character 
of respiration informs one when the desired carbon dioxide 
level has been reached. At this stage the face-piece jg 
raised to allow breaths of air, or, better still, without 
raising the face-piece, a brisk current of oxygen is made 
to flow through a tube, previously placed under the face. 
piece, from a cylinder standing near by. 

Every Minnitt’s apparatus in use in institutions or, ag js 
now often the case, on hire by certain firms to individual 
practitioners, should be under the protective care of some. 
One accustomed to the maintenance of similar apparatus 
in economical working order. Under such conditions 
leakages or any other cause of disappointment with the 
efficiency of the apparatus will be obviated.—I am, etc., 

D. Justin Davies, M.B., B.S., D.A, 

Leicester, April 18th. 


Dangers of Superheated Radiators 


Sir,—We rely on hot-water radiators as a_ steady 
source of heat, and they afford friendly surfaces on which, 
if seats are lacking, we like to lean or even sit. We have 
been glad to substitute them for fires in our hospitals and 
operating theatres. There has been installed additionally 
in some theatres a new radiator in which superheated 
steam circulates, rendering the surfaces of the pipes 
scorchingly hot. Do those of us engaged in surgery 
realize their danger? Whereas an open fire is a frank 
menace which provides its own warning, it comes as a 
shock to us that a row of hot-water pipes sometimes 
represents a surface which threatens to scorch our 
anaesthetized patients. The truth of this was brought 
to my notice in the following case. 

It was during an operation for gall-stones, and to obtain 
the maximum amount of light the operating table was moved 
towards the window. On the following morning visit I was 
first informed of blisters on the soles of the feet and tops of 
the toes. Final healing of the worst blister took months, 
and left the patient with slight permanent disability and a 
plantar scar. In its medico-legal aspect the case was watched 
by the Medical Defence Union, whose generous help I am 
glad to acknowledge. When the toes (which had_ been 
covered by the abdominal sheet before the table was moved 
towards the light) were bared at the close of the operation, 
a theatre nurse noticed that they had been resting on the 
hot-water radiators. When the cause of the mishap was 
sought subsequently it was found that the strange distribu- 
tion of the burns corresponded to the parts of the toes that 
would impinge on the pipes if they were resting in contact 
with the radiator. Instead of receiving a friendly warmth 
from the contact the flesh was blistered, because these 
particular pipes were burning hot. 


The insidious danger in these cases is due to the fact 
that the feet of the most important person in the theatre 
are insensible, and the patient is incapable of the 
means of self-protection that saves the rest of us from 
anything worse than a momentary fright if we should 
apply our hands to such superheated pipes. My un- 
fortunate patient was in a theatre where the radiator only 
rose to a low level. Thus it did not, being below the level 
of the patient, radiate a warning intensive heat on the 
faces of those around who were engaged in the operation ; 
nor did the latent danger occur to the theatre sister who 
locked the table in its new position by the window. The 
end of the table was dropped somewhat (prior to being 
moved), and so the toes, concealed by the overlying 
abdominal sheet, came slightly over the edge of the table 
and in contact with the radiator. 


: ‘ 
| 
| kr 
se 
| 
| 
| 
| 
| en 
| 
| 
tes 
as| 
sm 
t 
| 
| by 
wit 
| 
tes 
an 
rel 
fel 
bec 
| 
wa 
fee 
| 
an 
of 
col 
n 
€ 
| Tet 
| 
| 
inte 
Teas 
ma 
a 
puz 
| con 
but 
no 
> mac 
11 tk 


May 2, 1936 


CORRESPONDENCE O11 


Mepicat JouRNAt 


To avoid a repetition of this unique disaster two steps 
are necessary. First, the publication of the first case 
known to the writer. Secondly, the precaution, now the 
ossibility of danger has been demonstrated, of painting 
these superhot radiators in a warning hue and surround- 
ing them with a suitable guard to save people from 
scorching. —I am, etc., 


Bristol, April 20th. A. WILFRID ADAMS. 


Severe Reaction following Skin Test 


Sir,—The interesting memorandum by Dr. R. Evans 
(Journal, April 18th, p. 795) prompts me to describe a 
similar, but apparently more severe, reaction which I 
encountered a few weeks ago. 


A teacher, aged 21 years, suffered from asthma from the 
age of 4 years till she was 10, the cessation coinciding with 
her going to live in Torquay. The attacks recommenced last 
December, and are usually associated with indigestion. Clinical 
examination revealed nothing abnormal except marked oedema 
of the middle turbinals and a deflected nasal septum. 1 
performed a skin test at 5.30 p.m., using the mixed inhalants 
solution recommended by Bray (Journal, January 19th, 1935, 
p. 119). Approximately 0.05 c.cm. of the control and of the 
test solution were injected intradermally into the anterior 
aspect of the forearm near the elbow. At 5.40 there was a 
small wheal at the control site, and one three times the size 
at the test site, with surrounding erythema, about three inches 
by two inches. She left about 5.45 and returned at 6 p.m. 
with slight asthma, large urticarial eruptions on the forearm 
tested (a single wheal from elbow to wrist), on the face, body, 
and limbs, and oedema of the palate, causing her to feel 
choked. A subcutaneous injection of 10 minims of adrenaline 
relieved the asthma, and more slowly eased the oedema of 
the throat and lessened the rash. After about an hour she 
felt well enough to return home. I was calied to see her at 
midnight, as she had vomited and fainted on getting up from 
bed. She had very large urticarial wheals over the whole of 
the body and limbs, the largest on the forearm tested, which 
was a single wheal as at 6 p.m. The pulse was rapid and 
feeble, and there was marked tremor. I ordered hot coffee 
and glucose, and ephedrine, half grain, if asthma or oedema 
of the throat recurred. (This was not needed.) 

The next morning, about sixteen hours after the test, she 
still had urticaria and a rapid pulse. I injected 1 c.cm. of 
colloidal calcium and vitamin D (ostelin) subcutaneously ; 
the rash subsided during the morning, came up again later, 
and finally disappeared more than twenty-four hours after 
the test; by the next morning she was perfectly well and 
returned to her work. 


The degree and persistence of the urticaria, from which 
she has not suffered before or since, seems worth recording. 


—I am, etc., 


Torquay, April 20th, RicHarp A. Latrey, M.B., Ch.B. 


An Allergic Phenomenon 


Sir,—Since many of the phenomena of allergy are not 
yet explained, all observations in this field may be of 
interest. The following record of a peculiar allergic 
reaction encountered in diphtheria immunization practice 
may add something to the as yet uncompleted jigsaw 
puzzle of allergic manifestations. 


In June, 1934, a girl aged 8 was swabbed as a diphtheria 
contact ; the first nose and swab throats were ‘‘ suspicious,’’ 
but two subsequent swabs were negative. On November 
13th, 1935, she attended an immunization clinic, and, 
no mention of her previous contact with diphtheria being 
made, she was given 0.2 c.cm. of alum-precipitated 
toxoid. Five days later a slight local soreness and swelling 
appeared and persisted for about six days. On December 
llth she was Schick-tested, and showed a weak positive 
Schick reaction, with no response to the heated toxin injected 
mito the right (control) arm. 


On December 18th the weak Schick-positive reaction had 
almost disappeared, and no pseudo-reaction was present, 
She was given a second injection of 0.2 c.cm. of A.P.T. A 
local reaction similar to that following the first dose of 
A.P.T. appeared on the following day. The striking point, 
however, was that on December 20th, two days after the 
injection of A.P.T., there appeared a clear positive Schick 
reaction on the left arm, and a large and definite pseudo- 
reaction on the right (control) arm, at the sites of the 
injection of Schick toxin and control given on December 
llth. In other words, the areas of the Schick and of 
especially the control tests made nine days before had 
suddeniy ‘‘ come to life.” 

On January 15th, 1936, I performed another Schick test, 
the result of which was a well-marked ‘‘ negative and pseudo- 
reaction,’’ which had practically disappeared by the 20th. 


There are instances in the literature of the recurrence 
of a previous skin reaction either non-specific—for 
example, a measles rash at the site of a previous Dick 
test injection—or the recurrence of an old positive Dick 
test in a person who subsequently suffered from scarlet 
fever. In the limited literature available to me I have 
not found any record of a negative reaction to the injec- 
tion of unheated toxin being converted later into a faint 
pseudo-reaction in response to a specific stimulus such 
as alum toxoid. I have never seen a similar instance 
in my own practice. 

A note on these recurrent reactions appears in the 
Journal of the American Medical Association (January 
4th, 1936, p. 46). A paper by Toomey in the same 
Journal (September, 1926, p. 941) describes the recur- 
rences of an old positive Dick test from two weeks to 
one year after the Dick test was done in nurses suffering 
from scarlet fever. . 

I do not offer any suggestions as to the cause of this 
phenomenon, but hope that some observer who has 
encountered a similar allergic reaction may be able to 
indicate a possible explanation.—I am, etc., 


Poole, April 18th. GEORGE CHESNEY. 


Acute Otitis Media 


Sir,—It cannot be doubted that paracentesis is a 
valuable procedure in certain cases of acute otitis media. 
Unfortunately we are faced here with two problems which 
are almost universal in surgery. These are: first, Have 
we any criteria for deciding in a given case that opera- 
tion is or is not indicated? and, secondly, In the absence 
of definite criteria, shall we do more good (or less harm) 
by early operation or by late? 

Unfortunately, we are far from possessing the facts 
necessary to solve the first problem, and the consequence 
is that surgeons tend to concentrate on the second. We 
thus get an attitude such as Mr. Andrew Campbell’s 
(Journal, April 18th, p. 788). ‘‘ Early paracentesis ’’ is 
to be the rule. Now I do not wish to enter the lists with 
him on the subject of early or late paracentesis ; but I 
do suggest that all contributions towards the problem 
should be scientific and logical, particularly when statistics 
are quoted. 

Mr. Campbell starts his article well as if he was going 
to solve my first problem. ‘‘ So long as the otitis remains 
catarrhal ’’ treatment is to be conservative, but when the 
otitis becomes ‘‘ suppurative ’’ it is time to consider para- 
centesis. Fair enough, although not so valuable as we 
might like. We have changed our problem into ‘‘ What 
is the criterion for deciding that an otitis is suppurative 
rather than catarrhal? ’’ The transition is gradual, and 
whilst recognition of the clean-cut case is easy it is pre- 
cisely in the intermediate types that we are in doubt. In 
any case Mr. Campbell ruins it all lower down by saying: 
‘“* Bulging alone is a sufficient indication for a paracentesis 
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in the absence of any other symptoms.’’ That at least 
settles all the argument. We are to lance every drum 
that bulges. 

Now, 339 of Mr. Campbell’s cases were paracentesized 
before spontaneous rupture had occurred, and 126 after 
spontaneous rupture, because of persistence of pain, 
pyrexia, mastoid tenderness, etc. Mastoidotomy was 
required in 14 per cent. of the second group, and in a 
mere 7 per cent. of the first group. Therefore early para- 
centesis is the best treatment! Is that absolutely sound? 
An elementary rule in statistical deductions is that groups 
of cases must be comparable. But surely the second 
group must involve precisely those cases of rapidly 
advancing suppuration which burst the drum before the 
consultant can be called in, and which tend to mastoid 
suppuration, while the first group includes all the nice 
quiet exudates which develop so slowly that the G.P. has 
time to call the consultant in—benign infections which 
show Mr. Campbell's criterion of a “‘ bulging drum,’’ of 
which a large proportion would resolve spontaneously 
without rupture. 

It is impossible to draw valuable deductions from a 
mass of cases without further information as to the age, 
bacteriology, associated exanthems, general health, and 
so on, but I may quote the fact that in at least one large 
fever hospital in the London area paracentesis has been 
shown to .be of no value in scarlatinal otitis. In a small 
fever hospital to which I am attached I never do para- 
centesis, for the simple reason that I never get the chance ; 
nevertheless I have a series of over forty cases in the 
last eighteen months with one mastoidotomy, and the 
remainder healed drums after a maximum of twenty 
days’ otorrhoea. 

To condemn powders and alcohol because ‘‘they cannot 
penetrate the middle ear cavity ’’ is to ignore their mode 
of action. Powders act by osmosis and also absorb and 
sterilize the pool of muco-pus which lies deep in the 
meatus. Alcohol shrinks open the perforation and _pro- 
motes drainage. Why does Mr. Campbell say, too, 
that secondary infection cannot occur? A closed otitis 
media is probably a pure culture of, say, streptococci, but 
when perforated surely the diphtheroids, staphylococci, 
etc., of the outer ear can joinin. Mr. Campbell is certainly 
correct in stating that experience counts for much in the 
decision to operate. He may be right that ‘‘ early para- 
centesis is strongly indicated,’’ but his article does nothing 
to prove it.—I am, etc., 

Liverpool, April 21st. A. TUMARKIN. 


Medicines and Appliances Bill 


Sir,—Dr. H. B. Morgan is quite correct in stating that 
the method adopted to defeat this Bill was in accordance 
with parliamentary procedure. Obstructionist tactics are 
usual, but in my opinion doubtfully democratic, and 
certainly not honest when applied, as they were in this 
case, by a body of men who, judging by their attitude 
during the debate, and as voiced by Sir Arnold Wilson, 
admitted the existence of an evil. My ideas of democracy, 
largely founded on experience in our Representative 
Meeting, may be old-fashioned, but I should have 
expected real democrats to send the Bill to Committee 
for improvement. 

Dr. Morgan’s emphasis on the part played by the 
Pritish Medical Association is overdone, as you pointed 
out in your footnote. The part played by the B.M.A. 
was simply that it joined with other bodies—none of them 
medical—in an attempt to remedy an acknowledged public 
abuse. The Bill as a matter of fact was too weak to 
do very much to prevent the poorer and more ignorant 
people from being swindled and deceived. The only 
reason for taking all the trouble that was taken over it 
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was the hope that Parliament would find in it an oppor. 
tunity for removing a few of the worst abuses which haq 
been so emphatically condemned by an important parlia. 
mentary body. 

Incidentally I should have thought that the Trade 
Union Congress intelligence bureau was sufficiently actiye 
without any other reminder, to notice that this Bill a 
a feebler, but, it was hoped, a more practicable successor 
to one which had been fathered by the Medical Coo 
mittee of the Labour Party, with which I believe the 
Trade Union Congress has some contacts. 

If this is a good example of what democratic goverp. 
ment means when it comes to dealing with a social abuse, 
so much the worse for democracy.—I am, etc., 


London, W.1, April 25th. ALFRED Cox, 


Medico-Legal 


THE LANCASTER MURDER TRIAL 

Dr. Ruxton’s AppeaL DISMISSED 
Dr. Buck Ruxton was sentenced to death by Mr. Justice 
Singleton at the Manchester Assizes on March 13th for 
the murder of his wife Isabella. | His appeal against 
verdict and sentence was dismissed by the Court of 
Criminal Appeal on April 27th. The evidence against 
Dr. Ruxton fell into two halves: (1) his relations with 
his wife, and (2) the identity of the remains found in 
the ravine at Moffat, Dumfriesshire. 

Ruxton, formerly called Gabriel Hakim, a Mohammedan 
of mixed Indian and French descent, graduated M.B., 
B.S. of Bombay in 1922, and afterwards studied medicine 
in Edinburgh, where he first met Mrs. Ruxton. He 
bought a practice in Lancaster. Although the couple 
were on very affectionate terms at first, they later became 
progressively more unhappy, and their home life must 
have been most harrowing. Ruxton had an affectionate 
disposition and was extremely fond ot his wife and three 
young children, but Mrs. Ruxton seems to have become 
thoroughly discontented. Quarrels were frequent, as he 
was highly temperamental and little able to control his 
emotional outbursts. Evidence was given that Ruxton 
believed she was unfaithful, that he often flew into rages 
and assaulted her, and that he threatened to cut her 
throat and those of the children. There was evidence 
that he kept a revolver and had once held a knife to his 
wife’s throat. Her sister saw her last in Blackpool on 
the night of Saturday, September 14th, when Mrs. 
Ruxton left alone in her car. On Sunday, September 
15th, Ruxton told witnesses that his wife and maid 
—Mary Rogerson, to whom the remains of Body No. 1 
were assigned—-were away and that he was taking up 
carpets in his house. He was very agitated, and 
his right hand was bandaged. That day he took the 
three children to the wife of a dentist friend and left 
them for the night. One witness saw his bath that day, 
‘a dirty yellow colour up to about six inches from the 
top,’’ and others said that in the yard at the back of the 
house there were several carpets from stairs and landings 
heavily stained with blood, and a shirt and two large 
towels stained with blood and half burnt. -A blue suit 
worn by Ruxton was also heavily blood-stained. Ruxton 
gave this suit to the woman who came to clean his house 
on the Sunday, and got her to cut out the tab bearing 
his name ; he also presented her with some of the stained 
carpets and asked her to burn one which she could not 
clean. He was also said to have torn off the blood- 
stained bottom part of two curtains and burnt them. 
His hand was badly cut—according to him by a tin-openef 
—an artery being severed. Witnesses noticed a peculiat 
dirty smell in the house on Thursday, September 19th. 
Finger-prints from the left hand of No. 1 body were found 
in many places in the house. 


MEDICO-LEGAL EVIDENCE 


The evidence concerning the Moffat remains demom 
strated the value of skilled medico-legal evidence. 


eet 


"-Q 


= 
| 
2 
| 
| 
| 
| 
| 
| 
| | 
( 
j 
I 
1 
: 
| 
| 
| 
| 
| 
| 
| 
| 
i 
| a 
| E 
| 0) 
f 
le 
| b 
| 
| 
ees of 
4 
al 
a 
= 


Justice 
th for 
igainst 
urt of 
igainst 
with 
ind in 


medan 
M.B., 
dicine 
1. He 
couple 
yecame 
must 
‘ionate 
| three 
yecome 
as he 
rol his 
tuxton 
) Tages 
ut her 
‘idence 
to his 
ool on 
| Mrs. 
tember 
maid 
No. 1 
ing up 
and 
the 
id left 
it day, 
ym the 
of the 
ndings 
) large 
1e suit 
Xuxton 
; house 
pearing 
stained 
ld not 
blood- 
them. 
opener 
yeculiat 
19th. 
» found 


demon- 


May 2, 1936 


THE LANCASTER MURDER TRIAL 


Mepicat 913 


bodies had been mutilated with great care to remove all 

rtions from which identity might be established, and 
it was at first not certain even that they were female. 
Professor John Glaister said that the larynx of body 
No, 1 (that assigned to Mary Rogerson) was exceptionally 
small and high in the throat, and that a small larynx 
was usually associated with the female. The blood had 
been completely drained from the body shortly after 
death. The head of body No. 2 (Mrs. Ruxton) had been 
mutilated more than that of No. 1, but the larynx was 
of average size for an adult female. A skilled person 
working with properly sharpened instruments under good 
conditions would be able to mutilate a body to this 
extent in about five hours, but no less. There were a 
number of parts which it was not possible to attribute 
definitely to either body, but the remains as a whole 
represented two female bodies, both well developed and 
well nourished. There were fractures on the skull of 
No. 1, but it could not be said whether these were caused 
before death or after. Bruises on the arms were caused 
before death, and there were certain signs, not conclusive, 
indicating asphyxia in both bodies. The remains had by 
October Ist been in the ravine between ten days and 
a fortnight. Professor Glaister also identified as blood- 
stains certain marks on woodwork from the bathroom 
and on a stair-rail from the top landing. Human blood- 
stains, he said, had been found in several places in the 
bathroom, and the prisoner’s blue suit bore dense blood- 
stains. A considerable amount of blood must have been 
spilt. In cross-examination by Mr. Norman Birkett, he 
said that the remains consisted of forty-three parts, in- 
cluding a cyclops eye. After careful and detailed exam- 
ination, he did not, however, regard this as human. The 
monstrosity was commonest, he said, in pigs. The nails 
had been clipped but not intensively cared for. The dis- 
memberment had been done by someone with a definite 
knowledge of anatomy ; it was not amateurish. He had 
at one time thought that the head of No. 2 was male, but 
was now quite satisfied that it was female. 

Professor W. G. Miller, lecturer in pathology at the 
University of Edinburgh, said that he had found in a 
left foot, which he attributed to body No. 2, a certain 
deformity of the bone often associated with bunions. 
In the drains of Dr. Ruxton’s house he had found human 
fatty tissue, glandular tissue, and protein. On one of 
the pieces of carpet he had observed a small spot which 
contained traces of human tissue. He said, however, 
that it was quite possible that human fatty tissue might 
ordinarily be found in the drains of a doctor’s house. 

Professor J. C. Brash, professor of anatomy at the 
University of Edinburgh, said that the cyclops eye was 
not human ; it was far too large. He also concluded that 
the remains belonged to two bodies, both female: he 
gave body No. 1 a height of between 4 ft. 94 in. and 
4 ft. 11 in. and an age between 18 and 25, to body 
No. 2 a height of about 5 ft. 4} in. and an age between 
35 and 45. He produced a cast of the left foot of each 
body ; one fitted a shoe belonging to Mary Rogerson and 
the other a shoe belonging to Mrs. Ruxton. Skull No. 1 
might, he said, be that of Mary Rogerson and skull 
No. 2 that of Mrs. Ruxton. 

Mr. A. C. W. Hutchinson, doctor of dental surgery, 
Edinburgh, said that from skull No. 1 eight teeth had 
been extracted some considerable time ago, but two 
central incisors had been removed recently with dental 
instruments. He gave skull No. 1 an age between 18 
and 20 years, and skull No. 2 an age of over 25 years. 

Professor Sydney Smith, professor of forensic medicine, 
Edinburgh University, agreed with the other witnesses 
on heights, weights, and sex. He thought that the 
finger-nails of body No. 1 indicated some sort of manual 
labour. Body No. 2 had definitely died of asphyxia, 
but body No. 1 had had removed from it the hands, 
eyes, lips, and ears, which would show external signs 
of asphyxia. 

. The remains were wrapped in a pair of children’s 
rompers ’’ and a blouse, the property of Mary Rogerson, 


and in a sheet identified as belonging to the prisoner. 
Dr. Ruxton, who gave evidence on his own behalf, 
admitted that quarrels were frequent, but denied that 


he had ever threatened Mrs. Ruxton with a knife. The 
revolver was never loaded. He said that on the Sunday 
morning, September 15th, his wife had left for Edinburgh, 
where she had been intending to go the next day, and 
had taken Mary with her. He had that day cut his 
hand with a tin-opener and lost an appreciable quantity 
of blood. It was his custom to keep petrol in the house 
to burn refuse, and he had bought some that day and 
attempted to burn a dirty shirt and towel. Mary had 
taken up some of the carpets because the decorators were 
to come on Monday, and he had taken up the rest. They 
were soiled with blood from his hand. His wife and 
Mary had never returned. 

Counsel for the Crown suggested, filling in the gaps in 
the evidence, that Dr. Ruxton, convinced that his wife 
had been unfaithful to him, had waited up for her on 
the Saturday night and slain her by suffocation, and 
also Mary because she had tried to protect her mistress 
and would have incriminated him. In spite of an eloquent 
speech in defence by Mr. Norman Birkett, the jury were 
convinced beyond reasonable doubt that Dr. Ruxton had 
killed his wife, and returned a verdict of guilty. 


IDENTIFICATION OF BODIES 


Undoubtedly the most interesting feature of the case is 
the manner in which Professor Glaister and his colleagues, 
presented with a gruesome bundle of human fragments in 
an advanced state of decomposition, carefully mutilated 
and flayed in order to destroy any identifying mark, were 
able so accurately to reconstruct the persons from which 
they derived, and to establish against Mr. Birkett’s cross- 


examination a very strong probability that the remains 


were those of the missing women. It is possible that, 
even so, a doubt might have been left in the jury’s mind 
whether they were justified in inferring from this evidence 
that the bodies were those of Mrs. Ruxton and Mary ; 
but the positive identification of the clothes in which 
the remains were wrapped, and the presence with them of 
a newspaper of Sunday’s date which circulated only in 
Lancashire, clinched the identification. The history of 
murder is full of instances of such mistakes by the 
criminal. In many ways this case is strongly reminiscent 
of the Crippen murder in 1910. Crippen also was a 
medical man, though unqualified ; his wife also was called 
Belle ; he also dismembered his victim beyond positive 
identification ; and he also fell into the error of using 
identifiable clothing to contain the fragments. The details 
of Ruxton’s crime have been revolting, but the killing 
of his wife seems to have had some extenuating circum- 
stances. From all accounts there was considerable pro- 
vocation: ‘‘ We were the kind of people,’’ he said, ‘‘ who 
could never live with each other or without each other.”’ 
The task of permanently concealing the remains of two 
adult persons whom he had killed on the spur of the 
moment would have defeated a far more callous and cool- 
headed wrongdoer than this emotional and, in many ways, 
pathetic little man. 


THE INJURED WORKMAN 


A MEDICO-LEGAL FABLE OF OUR TIMES 
BY 


G. F. WALKER 


William Stubbs, a workman in the employ of All-over Dis- 
tributors Ltd., was lifting a heavy package in the course of 
his normal duties about 1.30 p.m. on January Ist, 1935, 
when (as he afterwards testified), he ‘‘ felt something give 
inside of him.’’ He collapsed on the ground in considerable 
pain, and was assisted by his workmates to the ambulance 
room. Here he rested for some thirty minutes, and then 
resumed his ordinary work. Half an hour after this resump- 
tion he again collapsed and was again withdrawn to the 
ambulance room. It was now decided by Mr. Berry, the 
supervisor who had witnessed the accident, that Stubbs should 
be sent home. He arrived at his own home about 3.45 p.m. 
It is clear that he said to his wife ‘‘ I’ve strained missen, 
lass! ’’ and Mrs. Stubbs, having made him comfortable in 
bed, set off to secure the attendance of the panel doctor, 
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Dr. Stoppe. Dr. Pail, Dr. Stoppe’s assistant, arrived on the 
scene about 5.45. He examined Stubbs and advised his im- 
mediate removal to hospital. He told Mrs. Stubbs that he 
suspected a ruptured blood vessel internally, but could not be 
sure. Stubbs himself was now in great pain and readily con- 
sented to be removed to the hospital, a distance of eight 
miles. On his arrival he was examined by the house-surgeon, 
who called in Mr. Bolt, honorary surgeon. Mr. Bolt advised 
immediate operation, which he performed on Stubbs at 10.30 
o’clock that same evening. 

At operation it was found that Stubbs had sustained in- 
flammation and twisting of the lenticular gland, which is a 
small organ not far from the vertebral column. Mr. Bolt 
removed the diseased organ and surrounding tissues secundum 
artem. 

Stubbs made an uneventful recovery, but, as everyone 
knows, removal of a diseased lenticular gland involves con- 
siderable loss of tissue and paralysis of certain important 
muscles. Consequently, when he was discharged from hos- 
pital, Stubbs found himself permanently and totally unable 
to perform any work by reason of his deformity and paralysis 
following an operation necessarily undertaken and _ properly 
carried out. His union made a correct and formal application 
to his employers for full compensation on April 2nd, 1935. 
Liability was at once denied. 

Stubbs now found himself the centre of rather bewildering 
medical attention. Armed with an increasing collection of 
notes, reports, x-ray photographs, notices, and memoranda of 
all kinds Stubbs’s union secretary conducted him, with the 
ease and assurance of long practice, round the Harley Street 
of the nearest city. In all, Stubbs submitted between April 
and August to six medical examinations, two x-ray examina- 


tions, four interviews with solicitors, four meetings, and, of 
, g , 


course, numerous consultations with his panel doctor, his 
union secretary, the treasurer of his friendly society, his 
tradesmen creditors, and his landlord’s agent. His difficulties 
were increased because of the permanent paralysis and de- 
formity from which he suffered. ’ 

On September 20th Stubbs was informed that his union 
was fighting the case for compensation and that he must 
attend at the County Court on October 4th at 9 a.m. He 
duly attended, but was informed that the case was postponed 
until November 6th. 

He duly attended again on November 6th, and sat in the 
dismal, noisy little well of the county court listening for four 
or five hours to sundry debtors in wireless transactions being 
ordered to pay a shilling a month. He also sat waiting 
throughout November 7th, and it was not until late in the 
afternoon of November 8th that Stubbs at last found himself 
under the benign and patient scrutiny of His Honour Judge 
Rumble, and he realized that his case was beginning. He 
felt extremely nervous and irritable, but, soothed and calmed 
by the benevolent interest which Judge Rumble—kindest of 
men—took in the preliminary details of the application, he 
soon felt more at ease. 

The preliminary skirmishings were all very puzzling to 
Stubbs, but were, in fact, no different from the ordinary proper 
procedure of a county court. But it was the medical evidence 
which caused Judge Rumble, in spite of his well-concealed 
fatigue, in spite of the everlasting shuffling and buzzing in the 
court, and in spite of the wind which howled dismally outside, 
to listen so very attentively and to frame the judgement which 
caused such a gasp of horror in the professional cohorts before 
him. What Judge Rumble heard, elicited patiently by 
learned counsel on both sides, was as follows. 

Dr. Stoppe testified that he had been Stubbs’s panel doctor 
for thirteen years. He had treated him occasionally for 
gastritis and ‘flu but never for anything serious. He had not 
seen him at the time of the accident and operation, but had 
discussed matters with Dr. Pail, who was now, however, in 
Australia. He agreed that he rarely encountered disease of 
the lenticular gland, and had never operated on the gland or 
even seen the operation performed. He had heard Stubbs 
give details of the accident many times, and he testified that 
it was his opinion that the accident caused the disease in the 
lenticular gland, and that therefore the accident must be held 
directly and solely responsible for Stubbs’s disability. 

Mr. Bolt testified that he had seen Stubbs at the hospital 
a few hours after the accident. He had heard a full account 


of the accident from Stubbs himself, and he (Mr. Bolt) haq 
personally performed the operation. He had performed 
similar operations more than two hundred times, but he had 
never known disease of the lenticular gland to be provoked 
by injury, accident, or strain. He could not see how the 
accident could have any real bearing on the illness. 

Mr. Clippe, Mr. Wells, Mr. Spencer, and Mr. Paul, alj 
surgeons of consulting rank and well known to His Honour 
gave evidence corroborating generally the theme propounded 
by Mr. Bolt that the accident did not cause the illness, Ajj 
admitted, however, that they had never seen Stubbs unt] 
long after the accident, and Mr. Spencer admitted that he 
had never seen him at all until he examined him in one of 
the ante-rooms that very day. 

Professor Hodder, the well-known -Midland orthopaedic sur. 
geon, next gave evidence. He told His Honour that he 
personally did not see Stubbs until May 10th, 1935, when 
he examined him at the request of the union. He formed 
the opinion that the accident was in this case the direct, 
sole, and immediate cause of the illness. He readily admitted 
that disease of the lenticular gland often took place independ- 
ently of injury, but he clearly recalled several cases identical 
with Stubbs which had passed through his hands. And he 
produced, before anyone could stop him, a somewhat shabby 
Gladstone bag containing firstly a number of diagrams of 
the lenticular gland showing the vulnerable nature of the 
attachments ; secondly, a number of bottles containing excised 
glands in spirit ; and thirdly, eleven standard textbooks of 
medical science in nine of which the authors mentioned injury 
as an occasional but well-recognized cause of disease of the 
lenticular gland. 

Professor Whale, Dr. Ling (pathologist), Mr. Pike (haemato- 
logist), Dr. Salmon (neurologist), and Dr. Herring (psycho- 
logist) gave evidence clearly and unanimously supporting the 
views of Professor Hodder that the accident caused the illness, 
Pressed in cross-examination as to the difficulty of alignment 
of their views with those of Messrs. Bolt, Clippe, et al., they 
made deprecatory gestures, but not even learned counsel in the 
form of Mr. Biffe (the well-known Midland barrister and keen 
student of Dickens) could make them yield an inch. 

During a lull in the humming and droning in court Judge 
Rumble delivered judgement in that lovely silken voice which 
is so much admired. The howling wind outside seemed to 
subside, and the torrential rain ceased for a few minutes, 
Somebody turned up a few lights in court, and an air ol 
animation and expectancy was revealed. Stubbs was of 
course quite forgotten by now. He was last seen  slinking 
away at the side of the court. 

His Honour briefly reviewed the circumstances of the case. 
He said that the dispute between Stubbs and _ his former 
employers appeared narrow and precise. There was no doubt 
about the accident. The operation was necessary and correctly 
carried out. The deformity and paralysis were the inevitable 
and natural results of the operation. The essential feature 
of the dispute might be said to be the question: Did the 
accident cause the illness? 

Proceeding, His Honour remarked that he had rarely been 
presented with so much medical evidence. Time was when 
a conflict of medical evidence caused him serious unrest, dis- 
quiet, and mental perturbation. Those days were gone for 
ever. For in what way did the whole of the tedious, difficult, 
and by no means inexpensive medical evidence assist him? 
One group of gentlemen asserted that such-and-such accident 
caused such-and-such illness. Another group, numerically 
equal, of apparently similar experience, standing, and probity, 
asserted the exact reverse. The medical evidence was mutually 
and reciprocally destructive. One set of assertions was counter- 
balanced to a hair by another set. What was he (His Honour) 
to do? Happily he could fall back on common sense and his 
personal observations. He had seen the applicant in the 
witness-box and heard his story. There would be judgement 
for the applicant with costs. 

His Honour proceeded to state that, arising out of Stubbs, 
he thought he ought to make a suggestion, but it must not 
be thought to be more than a suggestion. He was then heard 
somewhat imperfectly in the court, but he was understood 
to observe that in all cases where a simple clearly defined 
medical problem presented itself all medical evidence should 
be illegal. 
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Obituary 


SIR WILMOT HERRINGHAM, K.C.M.G., Cs. 
M.D., F.RC.P. 
Consulting Physician, St. Bartholomew’s Hospital 


We regret to announce that Sir Wilmot Herringham, the 
distinguished physician and former Vice-Chancellor of the 
University of London, died on April 23rd, at his sister’s 
home at Lymington. 

Wilmot Parker Herringham, elder son of the Rev. 
William Martin Herringham, Prebendary of Wells, was 
porn on April 17th, 1855, and at Winchester College re- 
ceived a thorough ground- 
ing in the classics and a 
liking for them which 
lasted all his life. At 
Keble College, Oxford, 
he continued his classical 
studies and got a second 
class in Greats. After a 
short time as a student 
of law at Lincoln’s Inn 
he entered the medical 
school of St. Bartholomew’s 
Hospital, and qualified in 
1881 with the M.R.C.S. 
His university degree came 
next year and his M.D. 
in 1888. After qualification 
he served a year as house- 
surgeon at St. Bartholo- 
mew’s. In 1883 he was 
appointed medical registrar, 
casualty physician, and 
demonstrator in anatomy 
there, and these posts he 
held until his election to 
the staff as assistant phy- 
sician in 1895. In 1904 
he became full physician 
and lecturer on forensic 
medicine. He was early 
appointed to the honorary 
medical staff of the Pad- 
dington Green Children’s 
Hospital and the West 
London Hospital. 
Herringham took a 
special interest in diseases 
of the kidney, publishing 
several papers on the subject in the St. Bartholomew’s 
Hospital Reports and medical journals, and _ finally 
writing a monograph in 1912. This was the outcome 
of many years’ work, and was drawn chiefly from 
his own experience. He wrote the book ‘‘ with the 
supposition that the uppermost feeling in the mind of 
aman who puts his work into shape is that he has 
produced, after all, a tissue made chiefly of holes, and 
that everywhere he has left his observations incomplete 
and his hypotheses unverified. Man is the most difficult 
object in the world to investigate, and conclusions must 
often be left doubtful.’’ He had himself studied the 
connexion between renal diseases and pregnancy, but 
wishing it to be adequately treated he got his colleague 
Dr. Herbert Williamson to write the chapters on the 
subject. The whole work was solid, substantial, and 
instructive, and characteristic of its author. 

He held definite views on medical education and on 
the duty of a professor of medicine. British medicine, 
he maintained, was in the forefront of clinical observa- 


tion and teaching, but it was not up to the standard of 
some other countries on the experimental side of pathology, 
and had fallen behindhand in research work, which was 
not encouraged with us as it should be. The main object 
of a professor should not be to make a livelihood by 
practice, but to devote his time to teaching and dis- 
covery. He should have a wide knowledge of science, 
and a personality to inspire his students in research. The 
unit should be able to turn out results and advance 
medical knowledge. In his book on his work at the war 
he deals with this same subject, and there pays a tribute 
to the insight of a ‘‘ single individual,’’ Mr. Lloyd 
George, in establishing a fund for medical research, a 
momentous event, which was the first official recognition 
that research and dis- 
covery were of national 
interest and importance. 

He was a good French 
scholar, and found much 
to interest him in people, 
adults and children—their 
characteristics, their home 
life, educational, agricul- 
tural, and other problems. 
He knew and loved Eng- 
lish country life, with its 
farming, its sport, its 
objects of natural interest, 
and it was one of the 
saddest sights of the war 
to him to see a country 
change from a fair, smiling, 
cultivated land to a blasted 
barren moor. The impor- 
tant part he played in the 
war began at once, for he 
had returned on July 3ist, 
1914, from camp with the 
medical unit of theO.T.C. of 
the University of London, 
of which he was com- 
manding officer. On the 
fateful August 4th he was 
immediately at work help- 
ing the C.O. of the Ist 
London General Hospital, 
and in October he went 
to France as a consulting 
physician with the rank 
of Colonel A.M.S. In 
November he was called 
to see Lord Roberts at 
St. Omer, and was present when he died. He took up 
the work in the front areas, and was the only consulting 
physician there until the spring of 1916, when further help 
was arranged. In 1917 he was promoted major-general. 

His interesting book A Physician in France (1919) was 
written to ‘‘ set down the thoughts that the greatest war 
that was ever fought had aroused in him and the things 
that he had seen.’’ The account of the medical services, 
their special problems, and the illnesses met with are 
relieved by human incidents which lighten the bare 
statements of facts and figures. He could speak with 
personal experience of the hospital services, for he lay 
for a month on his back with sciatica brought on by 
long hours over rough roads in a motor car. He con- 
sidered that he was “ spoilt by the nurses because he 
was 62, a colonel, and a doctor.’’ Throughout almost 
the whole of the four and a half years in France he lived 
with his old Bart’s friend and colleague Sir Anthony 
Bowlby, whose companionship at the front he spoke of as 
one of the most interesting episodes of his life. 
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Herringham filled many offices at the Royal College of 
Physicians of London: examiner for eight years, censor, 
councillor, and its representative on the Senate of the 
University of London for many years. He contested the 
university seat as an independent candidate in the 
Parliamentary election of 1919, but was unsuccessful. In 
1929 he delivered the Harveian Oration before the Royal 
College of Physicians. It must tax the ingenuity of those 
greatly honoured by their College with being made its 
annual orator to find something new to say within the 
prescribed lines of a bequest dating from Harvey’s time. 
But they still manage it, though not in Latin as they 
should do. This oration was ‘‘ The England of William 
Harvey.’’ There is very little in it about the founder 
himself, but a great deal of interesting matter concerning 
his brothers and their acute business ability, and his 
descendants. Science, art, religion, politics of Harvey’s 
days are all reviewed by a close student of those days. 
His comments, clear-cut and dogmatic throughout, are 
lightened by gleams of dry humour. He was one of the 
four sectional editors of the History of the Medical Services 
of the Great War, based on official documents, which 
appeared under the general editorship of Sir William 
Macpherson, and wrote the articles on influenza, on 
trench fever, and on the general aspects of diseases. 

Herringham received the honour of knighthood in 
1914, of Companionship of the Bath in 1915, after 
mention in dispatches, and K.C.M.G. in 1919 for his 
long services during the war. His business habits and 
administrative capacity led to many demands upon him. 
He was chairman of the General Nursing Council for 
England and Wales, 1922-6, and of the Council of Bedford 
College for Women. He was a member of the University 
Grants Committee. Among other posts held were those 
of Vice-Chancellor of London University (1912-15), and 
secretary for some years of the Association of Hospital 
Physicians. He was also general secretary for the Inter- 
national Congress of Medicine held in London in 1913 
under the presidency of Sir Thomas Barlow. He joined 
the British Medical Association in 1883, and was honorary 
secretary of the Section of Physiology in 1890 and of 
the Section of Medicine in 1885. At the Manchester 
Annual Meeting in 1902 he was vice-president of the 
Section of Medicine, and at the Special Clinical and 
Scientific Meeting held after the armistice he opened the 
discussion on influenza. 


We are indebted to Dr. GEoRGE GraHAM for the follow- 
ing appreciation : 

Sir Wilmot Herringham was a truly remarkable man. 
With his pointed black beard, often held out at an angle, 
he was a very formidable person. A ward round was an 
ordeal, because the clinical clerks had to know every 
detail of all their cases ; and woe betide them if they 
had omitted to make some simple observation. He did 
not teach much medicine on the ward round, but the 
drilling which he gave his clerks and house-physicians 
was of great value to them. The contrast between his 
ward rounds and lectures was very great, for he was 
singularly lucid, and his rich deep voice filled the lecture 
theatre. No student ever guessed from his confident 
manner how shy and nervous he was, nor how much 
effort had gone to the preparation of the lecture. He 
took great pains with all his addresses, and would worry 
about them for a long time beforehand. No one who 
heard him will ever forget the address which he gave at 
the luncheon in the Great Hall of St. Bartholomew’s on 
the occasion of the Harvey tercentenary celebrations. He 
was then 72, but his rich voice rang through the hall, 
always a difficult place to speak in, and the speech, with 
its learning and wit, was worthy of the occasion. He was 
a good, though not a great, physician, but his methods 
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of examination of the patient were very thorough, He 
attracted students who wanted to work, and many of his 
house-physicians adopted a scientific career: two became 
professors and three others have done good work jp 
physiology and biochemistry. All who worked with him 
closely recognized his great merits, and were devoted to 
him ; he, in return, took great interest in their Careers, 
and would always help them with his advice and influence. 

Herringham was a very good organizer and adminis. 
trator, and was at his best as chairman of committees, 
He grasped the essentials very quickly, and was singularly 
deft in making the committee do its work thoroughly and 
expeditiously. His appointment as Vice-Chancellor of 
London University was not welcomed by some of hig 
colleagues, but after a year’s experience of his talents 
his election for a second year was accepted with acclama- 
tion. The improvement of the educational facilities of 
the medical student was one of the things he worked for, 
With the late Sir Anthony Bowlby and the late Sj 
Archibald Garrod, his colleagues at St. Bartholomew’s, 
he gave evidence before the Haldane Commission, and 
urged a closer association between London University 
and the medical schools. After the war he was the chair. 
man of the important Reconstruction Committee at St, 
Bartholomew’s Hospital, which was responsible, among 
other things, for the creation of the posts of directors 
(subsequently professors) of medicine and surgery in the 
hospital. Shortly after this he was appointed a member 
of the University Grants Commission, and for many years 
inspected the various universities and medical schools, 
and the value of his work for medicine was very great. 

Soon after the outbreak of war he was appointed con- 
sulting physician to the Forces in France, with the rank 
of major-general. His corresponding consulting surgeon 
was Sir Anthony Bowlby, with whom he had worked with 
great amity ever since they met as students. The work 
which he did in the way of co-orlinatioyn and seeing that 
adequate facilities were available, both for the treatment 
of the patient and for the investigation of the various 
diseases, was of the utmost value. 

After the war he did not return to his work at the 
hospital, but retired from practice, though not from work. 
Besides being a member of the University Grants Com- 
mittee, he was also chairman of the Old Vic. for many 
years, a task which interested him greatly. He was in 
favour of opening all careers to women on the same terms 
as men, and moved the resolution at the Royal College of 
Physicians which admitted them to all the examinations 
of the College. He was the first chairman of the General 
Nursing Council, and had a great deal to do with the 
State registration of nurses. He was also chairman of the 
council of Bedford College, and used his great influence 
to further its interests. He was invited in 1921 to follow 
Sir William Osler as Regius Professor of Medicine at 
Oxford, but declined the appointment because he felt that 
he was unfitted for this type of post. 

Herringham had profited by his classical education at 
Winchester and Oxford, and was a man of very wide 
culture. He spoke French and Italian well, and had read 
very widely. His sense of humour was very well 
developed, and he was a delightful companion. In his 
last years he was a prominent member of the United 
University Club, and was usually to be found in its 
library or in the London Library. His temper, when he 
was a younger man, was not well under control, and was 
partly responsible for the fear and dislike which he inspired 
among those who did not know him well. In his latet 
years he mellowed considerab:y, but was still formidable 
to talk to. He had become slightly deaf, but had learnt 
to lip-read, and consequently fixed the speaker with his 
piercing eyes. He was very honest, and hated all sham 
or false dealing, and would say so in no uncertain tones. 
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—— 
His memory for names and faces was very good, and it 
was wonderful to see him when he was secretary of the 
Association of Physicians, of which he was one of the 
founders, take one look at a new speaker and then turn 
and write up his name on the blackboard. He was very 
fond of fishing, and painting in water-colours, and con- 
tinued to do both these until the very end. F 
He had many sorrows in his life: the death of a young 
son from an acute rheumatoid arthritis ; the long illness 
of his wife, a very talented woman ; and, lastly, the 
death of his surviving son very early in the war. He 
had just left London to end his days with his sister at 
Lymington, but he was not allowed any time to vegetate 
and grow old. In the last two years he had suffered 
from osteo-arthritis of his hip and spine, and had aged 
considerably. His faculties remained as clear as ever, 
and he would listen to the most recent medical discoveries 
with interest. 


Dr. C. M. WILSON writes: 


It is, I think, remarkable that in an age of journalism 
the death of so unusual a man as Herringham should pass 
almost unrecorded. Successful physicians are common, 
but good chairmen are rare ; and many bodies profited 
by the fact that his days were not taken up in practice, 
for Herringham was born to preside over men. It was 
not a role for which he appeared to be cut out. Many 
would have predicted that he would have been impatient, 
intolerant, and even aggressive. They would have been 
very wide of the mark. He believed it was his duty 
as chairman to sink his own personality. This masterful 
man with strong opinions on almost everything appeared 
to have none as he sat there on the bench sifting the 
evidence. He had always mastered the subject under 
discussion, and his judgement was seldom at fault ; besides, 
he had the chairman’s final gift—courage—for he was, 
of course, quite without fear. In the years of his prime 
it was no doubt this wisdom in council that set him 
apart from his fellows, and yet strong administrators with 
vision are common enough in England. What was un- 
usual was that the man who possessed this gift was a 
scholar whose life was ruled by a passion for beauty. 

He had an insatiable thirst ‘‘ to learn something new 
and to see something beautiful,’’ and he had leisure after 
the war to feed these desires. He went through the 
countryside whenever he could in a small car, out of 
which, owing to his rheumatism, he was extracted with 
dificulty, perhaps to some Oxford or Cambridge college 
to read an old manuscript play, perhaps to see spring 
in the fields—for he was a countryman—or an old picture, 
or some ancient church. He would put some oatcake 
and a flask of whisky in his haversack along with painting 
things and start off after breakfast. His painting was not 
all plain sailing. ‘‘ I am doing it very badly. The greens 
puzzle me, and they are not made any better by the con- 
tinually shifting shadows from the clouds. I love the 
sunlight on a green hill ; and all the lines running down 
the face of it, showing the different slopes, are lovely too.’’ 
He had mellowed and was content to accept what fate 
had brought: not that there was much virtue in that, 
he would add, since it had laid his life in pleasant places, 
wider the shadow of old walls—Winchester, Oxford, and 
St. Bartholomew’s, that great school of medicine which 
for more than forty years had been the centre of his life. 
It was as natural for him to turn to the past for an 
‘xplanation of the present as it is to a lawyer to turn 
fo precedents. And in the interpretation of history he 
‘ometimes found a key in his knowledge of the arts. 
He had been looking at some Dutch pictures, scenes of 
jllity: “It looks,’’ he wrote, ‘‘ as if Calvinism, which 
Was as rabid in Holland as anywhere, did not have much 
lect on popular life.’’ But when he tried to apply the 


same test to England he found nothing but Herrick’s 
Hesperides, which was about as foreign to Puritanism 
as anything could well be. When he was in the seventies 
he taught himself Spanish, so that he might read Don 
Quixote in the original. He spoke French like his own 
tongue, and could quote his Dante when it was apt and 
native to the occasion. But his most intimate friends 
were the Greeks, whom he read and re-read every day of 
his life until they were part of him, just as our forebears 
lived with their Bibles. Herringham did not exist in a 
land of memories ; he lived in the present. Age kept at 
arm’s length from the formidable old man, and it was 
only a few months before his death that he handed over 
his fishing tackle to my son. He grew rather lame, a 
little deaf, but his mind remained supple and his memory 
was never touched by time. When he was nearly eighty 
he thought he ought perhaps to retire in favour of a 
younger man as chairman of Bedford College, but they 
would not hear of it, for the reason that he was so 
supremely efficient. To the very end Herringham en- 
riched the lives of those who knew him. 


{The photograph reproduced is by Russell, London.] 


HENRY J. CARDALE, M.B., C.M. 


Chairman, London Panel Committee 


As briefly reported in our issue of last week, Dr. H. J. 
Cardale, chairman for twenty-two years of the London 
Panel Committee, died at his residence in Cubitt Town, 
London, E., on April 21st, at the age of 65. 

Henry Jasper Cardale was the son of the late Vice- 
Admiral Charles S. Cardale, 
and was born on December 
15th, 1870, at Alverstoke, 
Hants. He was educated at 
Sherborne and at Edinburgh 
University, graduating M.B., 
C.M. in 1895. Belonging to 
a seafaring family it was his 
wish to enter the Navy, but 
in this he was disappointed. 
After qualifying he held 
the appointments of house- 
surgeon at the Royal Albert 
Hospital, Devonport, and 
medical officer at Fisherton 
House Asylum, Salisbury. 
For a short time he was in 
practice at Harrow, before 
settling down at Cubitt 
Town, Isle of Dogs, in 1902, where he remained until 
his death. There he devoted himself to his profession, 
holding numerous appointments, which included police 
surgeon to the K and Thames Divisions of the Metro- 
politan Police, medical referee to the Ministry of Pensions, 
assistant medical officer to the Education Department 
of the L.C.C., and medical referee to various insurance 
companies. 

When the National Health Insurance Bill came along 
in 1911 Cardale threw himself into the fray with 
enthusiasm, and thereafter, amid his varied professional 
activities, he found time to devote himself to the interests 
of his fellow insurance practitioners. He took part in the 
stormy meetings of that time, became an original member 
of the London Panel Committee in February, 1914, was 
elected its chairman in August, 1914, and retained that 
position until his death. It is difficult to overestimate 
the amazing amount of work he put in on behalf of his 
fellow practitioners during that long period of twenty- 
two years. The esteem in which he was held by his 
colleagues is reflected by the number of committees and 


| 
He 
of his 
eCame 
rk in 
him 
ed to 
ireers, 
lence, 
minis- 
ittees, 
ularly 
y and 
or of 
of his 
alents 
‘lama- 
ies of 
d for, 
new’s, 
, and 
versity 
chair- 
at St, 
| 
| 
| 
| 
| 
| 
| 
| 
| 


918 May 2, 1936 


EDICAL Jovunar 


HENRY J. CARDALE, M.B., C.M. 


subcommittees upon which he was their representative. 
The chief of these were the Insurance Acts Committee of 
the British Medical Association and the London Insurance 
Committee for twelve years ; the Annual Conference of 
Local Medical and Panel Committees since its inception— 
being chairman for two years ; and the London Medical 
Service Subcommittee, together with numerous deputa- 
tions to the Ministry of Health on matters connected with 
the working of the insurance regulations. To all of these 
he gave of his best, rarely missing a meeting, and there 
must be few men with a wider and more practical know- 
ledge of the National Health Insurance Acts and Regula- 
tions. His colleagues on the committee over which he 
has presided for so long will sorely miss his advice and 
ripe experience. 

Dr. Cardale married in 1899 Susan Bruce Dibben, who 
survives him with one son. At the funeral service the 
Insurance Acts Committee was represented by the Deputy 
Medical Secretary, Dr. Charles Hill. 


Dr. Epwarp A. GREGG writes: 


The medical profession, not only in London but also 
throughout the country, has suffered a grievous loss by 
the death of Dr. Henry J. Cardale on April 2Ist after 
a short illness. He was a prominent champion of the 
profession in the early days of national health insurance, 
and ever since he has given unstintingly of his time and 
energy on behalf of his colleagues. He was, however, no 
mere partisan of professional interests. He strove un- 
ceasingly to impress on the profession the importance of 
developing the insurance medical service along lines which 
would make it creditable to themselves and worthy of the 
esteem of the community. No one did more to help to 
make the designation of ‘‘ panel doctor ’’ an honourable 
one. With the exception of a short period of a few months 
at the beginning, Dr. Cardale was chairman of the London 
Panel Committee from its inception. At the time of his 
death he had served in that capacity for twenty-two years. 
He was elected as chairman each year, not merely as 
a matter of compliment, but because of the great con- 
fidence his London colleagues had in his ability and 
capacity. 

He served on the London Insurance Committee, first 
as representative of the Ministry of Health and later as 
representative of the Local Medical and Panel Committee, 
since 1921, and was an active member right up to the 
time of his death. He has been a tower of strength on 
the Medical Service Subcommittee for the past eleven 
years. Dr. Cardale represented London on the Insurance 
Acts Committee for the past fourteen years. His know- 
lodge and wise counsel were invaluable, not only on the 
I.A.C., but also on the many subcommittees and on the 
frequent deputations to the Ministry. No committee or 
deputation representative of the profession was considered 
complete without Cardale of London. He was chairman 
of the Annual Conference of Local Medical and Panel 
Committees in 1931-2. The claims orf his time and energy 
made by all this ungrudging service on behalf of his 
professional colleagues constituted a burden which few 
men could or would bear. One is amazed how he did 
it in the midst of a busy professional life. It is more 
than probable that these labours contributed not a little 
to his comparatively early death. 

Dr. Cardale belonged to a family long associated with 
the Navy, and his early hopes were of entering the senior 
Service himself. A defect of eyesight prevented him 
doing so, but his love of the sea and ships led him to 
take up practice in the neighbourhood of the great Port 
of London, and much of his professional work was asso- 
ciated with the shipping and docks of His beloved Isle 
of Dogs. He was police divisional surgeon for a large 
and was 


area of East London for a period of thirty year 


past-president of the Metropolitan Police Surgeons’ Ago. 
ciation. His professional acumen made him much sought 
after in cases involving claims under the Workmen’s Com. 
pensation Acts, in connexion with which he did an e. 
tensive practice. He was an ideal medical witness, In 
addition to all this he carried on a large Insurance 
and private practice. It is not to be wondered at that 
he wore himself out at the comparatively early age of 
65 years. 

Although not a Scotsman, he always retained a strong 
affection for his old University of Edinburgh, and to be 
an ‘‘ Edinburgh man ’’ was an immediate passport to his 
friendship. He was one of the friendliest of men, 
Although insistent and uncompromising in pressing his 
conviction and not very willing to suffer fools gladly, 
Cardale was not a man who made enemies. His ch 
laugh and friendly disposition disarmed resentment. 
Quick in temper and speech at times, he was the most 
human of men. And yet there was no one more Teady 
to admit an error or tender an ample apology. His 
London colleagues, who knew him so well, along with 
his many friends throughout the profession and elsewhere, 
might well have said of him, in the words of Scott, 
‘“ Thy merits make me love thee well ; as for thy faults, 
so well do they show up amidst thy good qualities that 
methinks they make me love thee better.’’ In the hearts 
of the generation of medical men who knew him he will 
long be remembered with affection and esteem, and the 
results of his labours will continue long after to the 
benefit of his successors, who will only know his name 
as one of those of whom it is said “‘ there were giants 
in those days.’’ Peace to his ashes. 


[The photograph reproduced is by Elhott and Fry, Ltd.] 


SIR HAMILTON BALLANCE 


Dr. A. J. CLeveLann, F.R.C.P., senicr physician, Norfolk 
and Norwich Hospital, sends the following appreciation: 
Ballance came to the Norfolk and Norwich Hospital 
at a time when surgical technique was making great 
advances. The antiseptic method was being supplanted 
by the aseptic ; pathological investigations were becoming 
a part of clinical surgery, and x rays opened a new field 
of diagnosis. No man was better equipped for the intro- 
duction of the new methods than Ballance, and in con- 
junction with his colleague Dr. S. H. Long he took up 
the task with enthusiasm. Extremely painstaking and 
possessing great powers of application, his work was 
marked by thoroughness and a conscientious attention 
to detail. For his clinical judgements he relied on his 
wide study of surgery and his powers of sound deduction 
rather than on intuition, and these, added to a personality 
which inspired confidence, soon gave him a high place 
in his profession. He was unselfishly devoted to the 
interests of the Norfolk and Norwich Hospital, and all 
his life took a prominent part in its administration, 
bringing to the task the same qualities of sound and 
restrained judgement which marked his surgical work. 
After working in close association with him for thirty 
years, it is difficult to express an opinion of the surgeon 
and the man which is not biased by the affection felt 
for a friend. But that he deserved the recognition he 
received, and that he was in every way worthy of the 
position in his profession to which he attained, no one 
who knew him and his work would question for 4 
moment. 


Mr. A. J. BLaxcanp, F.R.C.S., senior surgeon, Norfolk 
and Norwich Hospital, writes: 

It would be difficult to exaggerate the influence that: 
Ballance exerted in the progress of surgery in Norfolk 
during his lifetime. He was whole-heartedly devoted t0 
his profession, and even his hobbies of carpentering and 
deep-sea fishing had an indirect bearing on the perfection 
of his surgical technique. His enthusiasm for, al@ 
untiring devotion to, his work were a constant source 
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of inspiration and encouragement to his colleagues, and 
they would all ‘gratefully acknowledge the debt they owe 
to his example. Those of us who have had the privilege 
of being his house-surgeon, and also all his surgical 
colleagues on the staff of the Norfolk and Norwich 
Hospital, would like to have recorded our deep respect 
and affection for him as a man, our great admiration for 
him as a surgeon, and our indebtedness to him for all 
that we have learnt from him. 

Ballance was a man of absolute integrity and _ trust- 
worthiness ; and he had a great charm of manner. No 
one could wish for a better colleague. His chief character- 
istics aS a Surgeon were thoroughness and meticulous 
care, not only in the technique of an operation, but in 
diagnosis and preparation of a patient and in after-treat- 
ment. No time or trouble was too great for him if it 
were at all likely to add to the comfort or benefit of a 

tient. Not only was he a pioneer in his early days 
in Norwich, but he kept himself fully up to date, taking 
an active part in the meetings of the Association of 
Surgeons and as a member of a surgical club until his 
retirement from the acttng medical staff of his hospital 
three years ago. 

Apart from his work as a surgeon, the medical pro- 
fession is indebted to him for the very large proportion 
of his time that he devoted to their interests. For many 
years he was the honorary secretary of the East Anglican 
Branch of the B.M.A. and Representative of the Norwich 
Division, and was also chairman of the B.M.A. Repre- 
sentative Body. More recently he was president of the 
Norfolk Branch of the B.M.A., and president of the 
Norfolk and Norwich Medico-Chirurgical Society, and 
for many years he had been a member of the council 
of the Medical Defence Union. In all these semi-pro- 
fessional activitics his sound judgement and his high 
ethical standard have been invaluable. During the last 
year he has borne a most painful illness with exemplary 
and philosophic fortitude. 


DR. M. D. EDER 
Mr. ARNOLD SORSBY writes: 


Montague David Eder had no need to leave his “‘ name 
and memory to men’s charitable speeches, to foreign 
nations, and to the next ages.’ To one to whom nothing 
that is human was alien, life meant never-ceasing activity 
in an endless variety of causes. Israel Zangwill, a relative 
of his, had amended Pope's dictum ‘* Whatever is, is 
right ’’ to: 

“Tf aught seems wrong to thee here below 
Then wrong it is of thee to leave it so.’’ 

To Eder this was not a dictum, but a guiding rule. A 
life consecrated to lost causes may call forth the admira- 
tion of romanticists, but a life given to humdrum realities 
deserves the gratitude of men. Fired with an idealism 
that the years did not quench, Eder had no patience with 
the sheer romantic. He never soared after the unattain- 
able, but gladly gave himself to the labours of the day. 
Whether in Bolivia, in the slums or in the drawing-rooms 
of London, or in a renascent Jerusalem, Eder was always 
shouldering some burden. Untidiness and misery appalled 
him, but the gilded sham did not deceive him. He was 
for ever the iconoclast, and something greater than that 
—the pathmaker. His pioneer work in psycho-analysis 
Was not so much a career as his apostolic temperament 
finding expression in his professional activities. With his 
unbounded sympathy for his fellow men he was the ideal 
psychiatrist. His stern features bespoke the man of iron 
determination who could shape the many adversities he 
met to his own ends, but they belied the essential 
humanity of his outlook. That he was loved by all who 
knew him was but the recognition by those who were thus 
Privileged of the great gentleness that was in him. A 
man of infinite humility and deep insight into human 
frailties, he was more than a physician to his patients. 
€ was their guide, and often enough their very sheet- 
anchor. Though in the last resort individual happiness 
Was his aim, he threw himself whole-heartedly into any 
Mass movement which he considered helpful for alleviation 
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of the woes of mankind. It is thus that, in spite of 
himself, he was the sage counsellor of many an under- 
taking and the spearhead of many an activity. Whether 
in his pioneer efforts for the school medical service or 
in the diffusion of the teachings of Freud, or in his 
invaluable political work for Zionism, Eder never spared 
himself. His last years were darkened by the emergence 
of the teachings and practices of Nazi Germany. To him 
their very existence meant a challenge to everything for 
which he had laboured, and a call to stand guard. His 
exertions against what he considered a particularly repel- 
lant atavism told heavily on his constitution, weakened 
by many years of far too excessive labour. His passing 
leaves the world of learning poorer by a scholar to whom 
its traditions were a thing holy, and mankind by a saintly 
figure who ever laboured in the heat of the day. 


PROFESSOR HARROWER 
P. weiter: 

Gordon Harrower was an entirely self-made man. He 
fought adversity and with tenacity of purpose he studied 
medicine and soon became a_ successful teacher. His 
death at such an early age is lamented by all research 
workers, for Gordon Harrower had struggled long to 
prove to South-Eastern Asia that research must be un- 
hampered if knowledge was to be acquired and retained. 
He had fought for his colleagues at the Singapore College 
of Medicine at a time when circumstances were all against 
research work in Malaya, and it was some satisfaction 
to him to have seen that his views were finally accepted 
by the authorities. Gordon Harrower was a_ trusted 


counsellor of students: frank in criticism, he would 
always give the best advice. Students went to him 
whenever a sympathetic yet impartial opinion was 


required. He will be long remembered as an excellent 
teacher of anatomy, but even longer as an excellent man. 
His colleagues knew him as a man who would stand 
by them in all difficulties, and I remember the many 
occasions when he courted unpopularity rather than 
abandon principles. Ever eager to give credit to his 
assistants and colleagues, he was kind, understanding, 
and alert for the care of those under him. Strong of 
character, he enriched the Singapore Medical College 
and the Students’ Union by his good influence. 


Dr. TH. E. Hess Tuaysen, who died on April 20th, 
was one of the best-known medical men in Denmark. 
He was senior physician at the St. Elizabeth’s Hespital, 
Copenhagen, and carried out extensive research work in 
both the clinical and the laboratory aspects of metabolic 
diseases. He published numerous articles on disturbances 
of carbohydrate metabolism, and did pioneer work on the 
symptomatology of experimental hypoglycaemia. He was 
perhaps best known for his investigations on pancreato- 
genous fatty diarrhoea and his recognition of idiopathic 
steatorrhoea or non-tropical sprue in the Scandinavian 
countries. His contributions to the study of non-tropical 
sprue appeared in British as well as in Continental medical 
journals, and his monograph on the subject is a standard 
work. Dr. Thaysen was of an extremely kind disposition. 
He was particularly helpful to visiting colleagues from 
abroad, and was glad to extend also the hospitality of his 
home. His death at a comparatively early age is a severe 
loss to the medical profession in Denmark and to the 
world of scientific medical research. 


- 


We regret to record the death of Dr. Mona Dew 
Roserts of Liverpool. She was the daughter of the late 
Dr. John Roberts of Menai Bridge, who had _ been 
physician to Manchester Royal Infirmary, and received 
her medical education at the London School of Medicine 
for Women. She graduated M.B., B.S.Lond. in 1908, 
and her earlier appointments included those of clinical 
assistant to the Evelina Hospital for Children, junior 
resident obstetrical assistant and medical clinical assistant 
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1913 she went to Liverpool, and entered into partnership 
with the late Dr. Mary Davies. She built up an 
extensive private practice and held the appointment of 
honorary anaesthetist to the Liverpool Royal Infirmary. 
She was also honorary visiting physician to the Liverpool 
Children’s School of Recovery and the Edgehill Training 
College. She was a recognized lecturer on midwifery for 
the Central Midwives Board, and medical officer of the 
Liverpool ante-natal clinics. Dr. Mona Roberts had been 
a member of the British Medical Association since 1921, 
and was held in the highest esteem by her patients and 
colleagues. 


Medical Notes in Parliament 
[FROM OUR PARLIAMENTARY CORRESPONDENT } 


The House of Commons further discussed the Budget 
this week. The second reading of the Midwives Bill was 
put down for May Ist. 

The House of Lords reassembled on April 28th and gave 
a second reading to the Trial of Peers (Abolition of 
Privileges) Bill. On the same date the House of Lords 
passed the Army and Air Force (Annual) Bill through 
committee. 

The Buckingham Charity in Dunstable Bill “‘ to confirm 
a scheme for the application of a charity for a cottage 
hospital in the borough of Dunstable ’’ was read a first 
time in the House of Commons on April 22nd. 

Voluntary Hospitals (Paying Patients) Bill 

A Standing Committee of the House of Commons considered 
the Voluntary Hospitals (Paying Patients) Bill on April 28th. 
Major Ltoyp GEorGE presided. This Bill had already passed 
through the House of Lords. 

Clause 1, which defines the meaning of 
tary hospital,’’ ‘‘ committee of management,”’ 
was agreed to. 

Clause 2 provides for accommodation for, and charges to, 
paying patients. Subsection (4) enacts that the Charity Com- 
missioners may from time to time, on the application of the 
committee of management, vary or revoke an Order author- 
izing the provision of such accommodation and treatment if, 
in its opinion, there has been any material change in_ the 
circumstances existing when the order was made. 

Mr. R. J. Davies moved an amendment to provide that 
the Order might be varied or revoked if for any other reason 
the Charity Commissioners thought it was expedient. He said 
that the object of Bill was the very simple one of 
removing the legal obstacles that now stood in the way of 


‘ 
voiun- 
order, 


the terms 
and 


the 


providing private accommodation in hospitals for persons 
requiring surgical or other treatment and were able and 
5 


willing to pay for such treatment. So far they agreed to the 
full with that proposal. They had a feeling, however, that 
persons who could atford to pay might, by the Bill, take up 
accommodation for what might be called members of the 
middle-class community, and that by doing that—although 
with the very best intentions, and it it should 
be done—they might preclude the provision of accommodation 
for those who required the same treatment but could not 
afford to pay at all. The amendment sought to give power 
to the Charity Commissioners so to vary the Orders that the 
point he raised would be met. If the promoters of the Bill 
yuld accept the idea propounded in the amendment, and put 
»wn words on the report stage to meet the case, he would 


was necessary 


not unduly press the amendment. 
Mr. Storey said that the amendment was based on a 
misconception. He ditfered from Mr. Davies in the view that 


under the Bill accommodation which should be free might be 
His experience of hospitals was that the provision 
of accommodation for paying patients freed the ordinary beds. 


g 
In a hospital with which he had been very close'y connected 


taken up. 
I 


for many years they took into the ordinary wards patients 
vho could afford to pay. They provided accommodation for 
paying patients, and thereby freed beds in the ordinary wards, 


because the paying patients went into the paying wards. 


Clause 4 of the Bill contained a general overriding PTOvisiog 
that an Order should not be made if it would result in less 
accommodation being available. As Clause 2 was now drawn 
any material change of circumstances would enable the Charity 
Commissioners to revoke or vary the Order. That would 
apply, for instance, if a hospital suddenly had more funds 
that would enable it to treat ordinary patients, or any other 
circumstance of that sort. The point which really weighed 
with him was that if they were to go out and collect mone 
for paying patients’ wards they must be able to give some 
security to the persons who provided the money, They 
would have difficulty in collecting money for such wards if 
they had to tell the subscribers that the Charity Commissioners 
could come along and, for any -other reason unspecified, 
change the whole purpose of the trust for which the money 
was being given. If there were an unexpected demand for 
ordinary beds, and if a hospital had the ability to finance 
ordinary beds, that would be a material change of circum. 
stances which would enable the Charity Commissioners to step 
in, but they ought not to be left with power for any other 
reason unspecified to vary a trust which had been created 
for a specific purpose. These Orders would be made for a 
period, and it would then be possible for them to reconsider 
it if there had been any material change in the circumstances, 

Mr. Davies said he would withdraw the amendment and 
consider what should be done on the report stage. Mr, 
STOREY expressed his willingness to discuss the question 
before the report stage, and if they could agree on some form 
of words which would give the security required he would 
be very glad. 

Mr. W. A. Ropinson asked if there was any possibility 
of the Bill cutting across any schemes now in existence, such 
as the penny in the £ scheme. 

Sir ALAN ANDERSON, speaking as one who had had a great 
deal to do with the finances of hospitals in London since 
the war, expressed the view that so far from the existence 
of .pay-beds reducing the number of beds available for persons 
who could not pay, it had exactly the opposite result. The 
movement for paying wards was a very great advance in the 
facilities available for those persons who could not afford 
to pay. 

Doctors’ Fees for Paying Patients 


Mr. FRANK ANDERSON asked if there was anything in the 
Bill which would safeguard the position of paying patients 
with regard to doctors’ fees. ‘He wanted to be assured that 
paying patients would not be subjected automatically to an 
increase in the doctors’ fees. He had a case in mind, which 
occurred not long ago, where a patient went into a certain 
institution not far from Manchester. The doctor, in the first 
place, said that the fee would be two guineas, but when it 
was found that the person in question was possibly able to 
pay more the doctor immediately increased the fee to three 
guineas. 

Sir Donatp SoMERVELL said that the Bill was designed 
solely to provide a convenient procedure whereby certain 
hospitals could get over legal obstacles which now prevented 
them from starting paying beds. Those hospitals, and there 
were many, that could start paying beds under the trusts 
under which they operated, without having to come to Parlia- 
ment for a private Act or to take any step of that kind, 
would be quite unaffected. The Bill was merely designed 
to provide a convenient procedure in the case of those _hos- 
pitals which, by reason of their private Act of Parliament or 
their original trusts, were not able, without coming to Parlia- 
ment, to undertake a scheme of that kind. There was general 
agreement in the committee that this was a desirable object. 
Penny in the £ schemes or twopenny contribution schemes, 
which were so valuable an aid to hospital organizations, were 
outside the Bill altogether, and had nothing to do with it. 
The point raised by Mr. Anderson as to the actual arrange 
ments which particular hospitals might make as to doctors’ 
fees was outside the Bill altogether. They could operate 
with or without the Bill. The whole question of what charges 
should be made and what charges were proper was oue which 
affected all the hospitals of the country, and all that the 
Bill did was to say that those hospitals which could nt 
proceed at present under their own powers and would havé 
to come to Parliament for a private Bill could go to the 
Charity Commissioners and get an Order. It was quite true 
that that Order would, as part of its terms, deal with the 
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general charges that should be made, and would no doubt 

Jlow what seemed to the Charity Commissioners—he thought 
yo could be trusted in this matter—to be a proper and 
reasonable scale to apply to any scheme they drew up. 

Mr. STOREY, replying to points raised by other members, 
said that the Bill would ensure that the provision for pay- 
beds would be met out of moneys given for the purpose, and 
that existing funds available under the original trusts would 
not be used except in circumstances that would cause no loss 
of facilities for ordinary patients. Land must not be used 
unless it would not in any case be used for ordinary beds : 
existing buildings would not be used unless it was not possible 
to use them for ordinary patients or they were not required 
for ordinary patients owing to lack of demand, or unless 
the hospital authorities provided additional buildings in ex- 
change. If he thought that the Bill would harm the penny 
in the £ scheme he would oppose it. The question of doctors’ 
fees for services from the resident staff was covered in the Bill. 
If special treatment was required that would be a matter for 
arrangement between the patient and the doctor concerned. 

Mr. ANDERSON argued that if a patient had entered an 
institution and it was found that possibly he could afford 
to pay more he ought to have the right to know whether 
or not a proper charge was being made on him in accordance 
with the Order. 

Mr. StorEY said that there would be a definite scale of 
charges laid down for the whole treatment rendered by a 
hospital and its resident staff. That could not cover specialist 
fees by visiting surgeons or physicians. 

The amendment was withdrawn and the clause agreed to. 

The remaining clauses were agreed to, and the Bill was 
ordered to be reported, without amendment, to the House. 
Later, its report stage was set down for May 8th. 


Budget Criticism: The Medicine Stamp Duty 


During the general consideration of the Budget proposals on 
April 28rd Sir ARNOLD WILSON criticized the proposal to 
increase the tea duty, and advocated as an alternative the 
extension and more effective administration of the medicine 
stamp duty. He said that the stuff people bought in flasks 
and bottles from chemists had been taxed continuously in the 
United Kingdom since 1783. By insidious advertisement 
patent medicines, drugs, and medicaments of every kind 
were being forced upon the people of this country. The 
medicine stamp duty, which in 1920 brought in £1,250,000 
a year, only brought in £750,000 in the last twelve months. 
More than twice as much per head of these drugs was con- 
sumed as in 1920. The revenue’ had decreased because of 
avoidance by firms whose medical products infested every 
grocers shop. He had no doubt this tax could raise 
£3,000,000 or more if cosmetics and aids to beauty were 
included. Circulars from the Board of “Excise stated that 
on some products medicine duty was ‘‘ not pressed for.’’ <A 
distinction was made between aperient pills and lung balsam. 
It was levied on cough mixture but not on effervescent salts, 
as the courts in 1834, in Rex v. Lamplough, decided that 
these had no medicinal value. Yet they were advertised on 
every hoarding as having medicinal value. He hoped the 
Chancellor of the Exchequer would give careful consideration 
to these suggestions. 

Mr. CHAMBERLAIN did not refer to this tax when he replied 
to the debate. 


Dental Benefit 


On April 28th Sir ARNOLD WiLson asked the Minister of 
Health if he was aware that the amount spent on dental 
benefit under the National Health Insurance Acts had fallen 
steadily from £2,425,000 in 1930 to £1,791,000 in 1934, 
whereas £2,437,000 was available in that year for dental 
benefit ; and if he was aware that out of an insured popula- 
tion of 12,000,000 men and 6,000,000 women, only 9,000,000 
men and 2,000,000 women were at present entitled to dental 
benefit, and of the 11,000,000 persons thus eligible only 
700,000 received treatment of any kind during 1934. 

Sir Kincstey Woop, in reply, said that these figures were 
approximately correct. Dentai benefit could be provided 
under the National Health Insurance Acts only by an 
approved society which had a disposable surplus on valuation 


and which elected to include it in its scheme of additional 
benefits. It was estimated that about two-thirds of the 
insured persons entitled to dental benefit were covered by 
schemes which provided for the payment of 50 per cent. of 
the cost of treatment. The proportion of the total entitled 
to receive the full cost of dental treatment was very small. 
The Royal Commission on National Health Insurance in 1926 
reported that the provision of dental benefit as a statutory 
benefit available to all insured persons could be met only 
by an increase in the contributions, and nothing had since 
arisen to alter that conclusion. He was not, therefore, pre- 
pared to institute a special inquiry. 


International Red Cross and Alleged Bombing 
Outrages 


On April 27th Mr. EpeNn, replying to Mr. Vyvyan Adams, 
said that the British Government did not make any con- 
tribution to the International Red Cross. Mr. Apams asked 
why the International Red Cross was reluctant to supply 
evidence of alleged Italian outrages. Mr. EpEN replied that 
that was a matter for the International Red Cross. 

Mr. Eben, replying on April 27th to Mr. Hall Caine, said 
that the Italian Government had not returned a reply to the 
note on the subject of the bombing of the British Red Cross 
unit in Abyssinia which had been addressed to it by 
His Majesty’s Ambassador in Rome on April 10th. 


Pulmonary Tuberculosis in the Arnty and Air Force.-—On 
April 27th Mr. Durr Cooper, replying to Mr. Crooke, said 
that 160 soldiers were invalided from the Army during 1935 
on account of pulmonary tuberculosis. Of these, fifty-eight 
were awarded disability pensions. One further case was under 
consideration. On the same date Sir Puitip Sassoon told 
Mr. Crooke that twenty-four airmen were invalided on account 
of pulmonary tuberculosis during the twelve months ended on 
December 31st, 1935. Of these, twelve were granted disability 
pensions. 


Public Assistance Figures—On April 27th Sir KINGsLey 
Woop, replying to a question, said that the total number 
of persons in receipt of Poor Relief in England and Wales on 
March 28th, 1936 (including dependants, but excluding rate- 
aided patients in mental hospitals), was 1,365,103. This figure 
included 1,156,656 persons in receipt of domiciliary relief, 
24,911 persons in receipt of domiciliary medical relief only, and 
11,760 casuals. The number of rate-aided patients in mental 
hospitals on January Ist, 1936 (the latest date for which 
figures were available) was 117,993. 


Reports on Overcrowding in Scotland.—On April 28th Sir 
GODFREY COLLINs informed Mr. Maxton that reports on over- 
crowding had been received from 216 local authorities, repre- 
senting 94.7 per cent. of the total number of local authorities 
in Scotland. The proportion of overcrowding in surveyed 
houses as revealed by these reports was 23.5 per cent. Sir 
Godfrey Collins told Mr. Davidson, on April 28th, that the 
report on overcrowding recently prepared by the Glasgow 
Corporation showed that there were 34,947 houses of one 
apartment in the city. At the time of the survey twenty- 
three single apartments were each occupied by two families. 


Measures for Prevention of Silicosis—On April 28th Mr. 
ERNEST Brown, replying to Mr. G. Griffiths, said that the 
prevention of silicosis was a matter for the Home Office and 
the Mines Department as regards the premises under their 
respective jurisdictions. The preventive measures were con- 
stantly under review, and the recommendations of the Con- 
ference held in Johannesburg in August, 1930, were based on 
measures applied in this country. The International Labour 
Organization, also, with the support of H.M. Government, 
proposed to appoint a committee of experts to collect informa- 
tion and to stimulate action on this subject. 


Maternal Deaths in Institutions —Sir KincsLtey Woop, 
replying to a question on April 28th, said that the latest 
available figures—namely, those for 1934—showed that in 
England and Wales 2,181 maternal deaths (that is, those 
classified to pregnancy and child-bearing) took place in insti- 
tutions (including nursing homes). In the metropolitan 
borough of Southwark the number of deaths from the same 
cause in the same period was six. 
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UNIVERSITIES AND COLLEGES 


Notes in Brief 

The Ministry of Labour’s proposed inquiry into working- 
class family expenditure, for revision of the cost-of-living 
index, will be completed toward the end of 1937. 

During 1935, 161 men were invalided from the Royal Navy 
suffering from pulmonary tuberculosis. Of these, 122 were 
granted disability pensions. 

The £1,000,000 grant for the assistance of rural water 
schemes in England and Wales has now been allocated. The 
capital cost of the schemes so grant-aided exceeds £6,000,000. 

Sir Godfrey Coltins has arranged for the publication at 
an early date of the report of the committee of investigation 
into the price of milk for Scotland 


The Services 


MEMORIAL TO TWO MEDICAL DIRECTOR- 
GENERALS, R.N. 
On April 23rd Surgeon Vice-Admiral R. W. B. Hall, Medical 
Director-Gencral of the Navy, unveiled memorial tablets in the 
chapel of the Royal Naval Hospital, Haslar, to Surgeon Vice- 
Admiral Sir James Porter, Medical Director-General, 1908-14, 
and Surgeon Vice-Admiral Sir Joseph Chambers, Medical 
Director-General, 1923-7. 
DEATHS IN THE SERVICES 

Major John Ignatius Worgan Morris, R.A.M.C. Special 
Reserve, died at the Kelling Sanatorium, Holt, Norfolk, on 
April 18th. He was educated at St. Mary’s, and took the 
M.R.C.S, and L.R.C.P.Lond. in 1898. He was for some tim: 
assistant resident medica! officer of the Mount Vernon Hospital 
for Consumption and Diseases of the Chest, but for some 
years past he had been resident medical superintendent of the 
Kelling Sanatorium at Holt, and also visiting physician of the 
Home Place Convalescent Home for Consumptives, Holt. He 
served in the war of 1914-18 in the Special Reserve of the 
k.A.M.C., in which he attained the rank of major. He joined 
the British Medical Association on April 18th, 1906, resigned 
on January 11th, 1916, and rejoined on March 8th, 1922. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
An anonymous donor has given £10,000 to the University 
for the establishment of an Institute of Experimental Psycho- 
logy, and in Congregation on May 5th a proposal will be 
brought forward to found the Institute and thank the donor. 
A decree will be proposed allocating to the Institute £500 and 
£150 a year for five years from the Rockefeller Foundation 
for research in social sciences. 
UNIVERSITY OF CAMBRIDGE 

Sir Walter Langdon-Brown, M.D., Emeritus Professor of 
Physic, has been re-elected into a Fellowship at Corpus Christi 
College. 

M. T. Greig, M.B., Ch.B. (New Zealand), has been ap- 
pointed University Demonstrator in the Department of 
Anatomy for three years from October Ist, 1936. 


UNIVERSITY OF LONDON 

WESTMINSTER HospitaL MEDICAL SCHOOL 
An entrance examination in English essay, chemistry, and 
physics, upon the result of which will be awarded four 
scholarships, each to the value of £75, will be held at the 
Westminster Hospital Medical School on May 11th and 12th. 
Candidates must be preparing for a degree in medicine of an 
English university. 


LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE 

The following candidates have been approved at the exam- 
ination indicated : 

AcaDEMIc Post-GRapUATE DipLoMa IN PusLic HeattH.—Part ] : 
K. Biden-Steele, D. K. McI. Chalmers, Mabel J. Cooke, Florence A. 
Craig, Patience Craig, Janet M. Done, W. K. Dunscombe, Helen 
M. Evans, Jane O. French, Mary L. Gilchrist, G. E. Godber, 
Irene B. M. Green, Marjorie K. Hall, H. D. Holt, Joyce B. 
Jewson, Winifred A. Kane, Elsa V. McLaggan, J. A. R. Murphy, 
E. Pereira, W. J. Pinto, G. D. Pirrie, Eleanor G. Porter, T. R. 
Rama Pai, M. J. A. Sandrasagra, L. D. Sarronwala, P. N. Sathe, 
B. K. Sikand, G. B. Smart, R. L. Tiruchelvam, Evelyn A. M. 


White. 


Medical News 


Sir Thomas Barlow has been elected a Forei Associat, 
Member of the Académie de Médecine. asi 


Mr. G. Gordon-Taylor has been elected a Correspondj 
Fellow of the Surgical Society of Vienna. 


The annual general meeting and dinner of the Univers 
of London Medical Graduates’ Society will be held at the 
Langham Hotel, Portland Place, W., on Tuesday, 
12th, at 7.30 p.m., when the guest of honour wil] be 
the Vice-Chancellor of the University of London, The 
president hopes that members will attend and bring 
guests. 


The annual meeting of the Industrial Health Education 
Society will be held at 29, Portman Square, W., oy 
Wednesday, May 18th, at 5 p.m., when the Minister of 
Health, Sir Kingsley Wood, and Mr. George Hicks, MP. 
will speak. 

A Chadwick Public Lecture on ‘‘ London under Staty. 
tory Town Planning ’’ will be given by Professor §, p 
Adshead, F.R.I.B.A., at the Royal Institute of British 
Architects on Thursday, May 7th, at 8.15 p.m. Admission 
is free. Further information about Chadwick Lectures 
may be obtained of the secretary, Mrs. Aubr 
Richardson, at the offices of the Trust, 204, Abbey House, 
Westminster, S.W. 


The Manchester Lloyd Roberts Lecture will be delivered 
by Dr. Walter Schiller, pathologist to the Universj 
Frauenklinik, Vienna, at the Whitworth Street Branch of 
St. Mary’s Hospital on Tuesday, May 19th, at 4.15 p.m, 
His subject will be ‘‘ Cancer of the Cervix Uteri.’”’ 

The Section of History of Medicine of the Royal Society 
of Medicine will meet in Bath on Saturday and Sunday, 
May 16th and 17th, by invitation of the Bath Spa Com- 
mittee. Fellows, other than members of the Section, are 
invited to attend. Details may be obtained from the 
secretary of the Society. 

The University College (late Queen’s College), Galway, 
North of England, and Midlands Alumni Association will 
hold its tenth annual medical reunion at the Queen's 
Hotel, Piccadilly, Manchester, on Saturday, May 9th, at 
7.30 p.m. ; dinner at 8 p.m. The subscription is one 
guinea, which includes the, dinner, cost of organization, 
printing, etc., and all Galway graduates are invited. 
Those who intend to be present are asked to notify the 
honorary secretary, Dr. P. J. Webb, 127, Rochdale Road, 
Harpurhey, Manchester, 9. 

A week-end course on psychological disorders in child- 
hood will be held at the Institute of Medical Psychology, 
Malet Place, W.C., on Saturday, May 9th, from 
11.30 a.m. to 6.30 p.m., and on Sunday, May 10th, from 
11 a.m. to 1 p.m. The lectures are open to medical 
practitioners only, and the fee for the course is £1 Is. 

Special university lectures on veterinary science will be 
delivered at the Royal Veterinary College, Great College 
Street, Camden Town, N.W.1, on May 7th and 8th, at 
5.30 p.m. The lectures are concerned with mineral def- 
ciency diseases of farm animals ; first, historical and bio- 
chemical ; and, secondly, clinical and therapeutic. The 
lecturers are Dr. Henry Dryerre, professor of physiology, 
Royal (Dick) Veterinary College, Edinburgh, and Dr, J. 
Russell Greig, Director of the Animal Diseases Research 
Association. 

The Fellowship of Medicine announces the following 
courses: thoracic surgery at Brompton Hospital, May Ith 
to 16th; urology at St. Peter's Hospital, May 18th 
to 30th ; proctology at Gordon Hospital, May 25th 
to 30th ; venereal diseases at London Lock Hospital, 
May 25th to June 20th ; clinical and pathological courses 
for M.R.C.P. candidates at National Temperance Hos 
pital, Tuesdays and Thursdays at 8 p.m., June 9th 
to 25th; chest and heart diseases at Victoria Park 
Hospital, Wednesdays and Fridays, 6 p.m. to 7.30 p.m. 
June 17th to July 10th; chest diseases at Brompton 
Hospital, twice weekly at 5 p.m. from June 15th t0 
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July {ith ; neurology and psychopathology at West End 
Hospital for Nervous Diseases, June 8th to July 4th ; 
maecology at Chelsea Hospital for Women, June 8th 
e 20th ; chest diseases at Brompton Hospital, May 9th 
and 10th ; surgery at Cancer Hospital, May 16th and 
17th ; medicine at Prince of Wales’s General Hospital, 
June 6th and 7th ; obstetrics at City of London Maternity 
Hospital, June 13th and 14th ; fevers at Park Hospital, 
une 20th and 2!Ist ; and surgery at Prince of Wales's 
General Hospital, June 27th and 28th. The week-end 
courses will occupy the whole of Saturday and Sunday 
jn each case. Courses arranged by the Fellowship of 
Medicine (1, Wimpole Street, W.) are open only to 
members and associates of the Fellowship. 

An exhibition of the history of medicine will be held 
this month at the Hotel de Ville at Tours. Further 
information can be obtained from M. Hennion, Musée des 
Bewx Arts, or from Dr, P. Hennion, 119, Rue George 
Sand, Tours. 

The first international meeting of specialists in cardio- 
logy will take place at Royat at Whitsuntide (May 31st 
and June Ist). The subjects for discussion will be vascular 
tonus and vascular spasms. British members of the 
foreign committee include: Sir Thomas Lewis, Sir 
Farquhar Buzzard, Sir Walter Langdon-Brown, Sir 
Maurice Cassidy, Sir StClair Thomson, Dr. John 
Parsinson, Dr. F. W. Price, Dr. Basil Parsons-Smith, 
Dr. Thomas Cotton, Dr. Maurice Campbell, Dr. Evan 
Bedford, and Dr. A. P. Cawadias. Further information 
can be obtained from the general secretary, Dr. Bon- 
coumont, 5, Rue Saint-Beuve, Paris. 


The ninth Congress of French-speaking Oto-neuro- 
ophthalmological Societies will be held at Lyons from 
May 29th to 3ist, under the presidency of Protessor 
M. Lannau. The only subject for discussion will be 
arachnoiditis. Further information can be obtained from 
the secretariat of the congress, Pavillon P, H6pital 
Edouard Herriot, Lyons. 


At a recent meeting of the Austrian Dermatological 
Society Sir Ernest Graham-Little, Professor A. Ducrey 
ef Rome, Dr. C. Levaditi of Paris, Dr. Svend Lomholt 
of Copenhagen, Dr. Howard Fox of New York, and Pro- 
fessor Edward Neuber of Debreczen were elected honorary 
members. 

The Royal Society of Medicine invites applications for 
the Nichols Fellowship cf two years’ duration, which is 
offered for research relating to ‘‘ The Discovery of the 
Causes and the Prevention of Death in Childbjrth from 
Septicaemia."’ The Nichols Fellow shall conduct work in 
an approved institution providing suitable facilities. The 
emoluments consist of an honorarium of £150 per annum 
and a grant of £15 for expenses. Candidates should 
apply stating the line and character of the research in- 
tended (a wide choice is allowed) and the name of the 
professor in whose department they propose to work. 
Appications should be received by the Secretary of the 
Royal Society of Medicine, 1, Wimpole Street, W.1, by 
October Ist. 


On April 25th a memorial to Sir James Cantlie, K.B.E., 
LL.D., F.R.C.S., who died ten years ago, was unveiled 
at Cottered Church, Herts. The tablet with medallion 
was erected by His Excellency Dr. Alfred Sze, Chinese 
Ambassador at Washington, and formerly Chinese Minister 


in London. 


The King has granted Dr. Salvator Michael Vassallo 
authority to wear the Insignia of the Third Class of the 
Oder of the Brilliant Star of Zanzibar, conferred upon 
him by the Sultan of Zanzibar in recognition of valuable 
svices rendered by him. 


The issue of the Journal of ihe American Medical 
Association for April 11th contains an illustrated descrip- 
ton of Kansas City, where the eighty-seventh annual 
geen of the association will be held from May 11th 
0 loth. 


The missionary hospital at Aklanka, Canada, the 
prthetnmost hospital in the world, has been destroyed 
fire. The patients were rescued by aeroplanes. 


MEDICAL NEWS 


Dr. Norman Jf. 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be addressed 


to The EDITOR, British Medical Journal, B.M.A. House, Tavistock 


Square, W.C.1. 
ORIGINAL ARTICLES and LETTERS forwarded for publication 


are understood to be offered to the British Medical Journal alone, 


unless the contrary be stated. Correspondents who wish notice to 
be taken of their communications should authenticate them with 


their names, not necessarily for publication. 


Authors desiring REPRINTS of their articles published in the British 


Medical Journal must communicate with the kinancial Secretary 
and Business Manager, British Medical Association House, Tavi- 
stock Square, W.C.1, on receipt of proofs. Authors over-seas 
should indicate on MSS. it reprints are required, as proofs are 
not sent abroad. 


All communications with reference to ADVERTISEMENTS, as well 


as orders for copies of the Journal, should be addressed to the 
Financial Secretary and Business Manager. 


The TELEPHONE NUMBER of the British Medical Association and 


the Brilish Medical Journal is EUSTON 2111 (internal exchange, 
five lines). 


The TELEGRAPHIC ADDRESSES are 


EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 
Westcent, London. 

FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westcent, London. 

MEDICAL SECRETARY, Medisecra Westcent, London. 


The address of the B.M.A. Scottish Office is 7, Drumsheugh 


Gardens, Edinburgh (telegrams: Associale, Edinburgh ;  tele- 
phone: 24361 Edinburgh), and of the Office of the Irish Free 
State Medical Union (1.M.A. and B.M.A.), 18, Kildare Street, 
Dublin (telegrams: Bacillus, Dublin ; telephone: 62550 Dublin). 


QUERIES AND ANSWERS 


Recurrent Nightmares 

RetrreD (Perth, W. Australia) writes in reply to 
““H. P. C.’’ (Journal, February 8th, p. 294): The solution 
might be in the patient’s food intake. Many years ago 
a niece aged 10 visited us from the dry interior, where eggs 
were scarce, and proceeded to enjoy all the eggs she could 
command. Then she began to wake the household in the 
early morning with attacks of screaming lasting half an hour. 
She was quite proof against remonstrance, but approaching 
recovery was ushered in by explanations that the house was 
on fire—different coloured flames everywhere. After two 
or three disturbed nights I blamed eggs, which were after- 
wards allowed only very sparingly, and the nightmares 
disappeared. She is now a healthy woman finding consola- 
tion in concert singing. 


“Calcium Phosphate Stomatitis’ 


ArnswortH (London, W.) writes: Dr. 
J. St. Clair’s case reported in the Journal of April 4th 
may be one of chronic infection of one or more of the 
salivary glands. The “‘ grit’’ referred to corresponds 
exactly in composition with ordinary salivary calculus such 
as forms on the teeth and sometimes forms in Stensen’s 
and Wharton’s ducts in cases of chronic infection. Treat- 
ment, of course, is difficult, but it would be worth 
examining the orifices of the ducts for gritty particles, 
and the glands radiographically for evidence of widespread 
deposition of calcium salts. 


Twin Pregnancy 


yr. J. W. Hirst (Birmingham) writes: Dr. S. Brennan’s 


communication (Journal, April 18th, p. 826) prompts me 
to record a similar case. On June 11th, 1931, a patient 
of mine was delivered of a full-time female child and 
a four-months foetus. When four months pregnant the 
patient suddenly began with hydramnios, and at six months 
she was bed-ridden. She refused any interference, and, 
fortunately, as the child grew the fluid decreased, so that 
she carried to full term. The confinement was easy, and 
the placenta was delivered without difficulty. At one 
corner of it there was a small white fibrosed placenta to 
which the four-months foetus was attached. The mother 
and child are quite well. 


Dr. E. Viront Brown (Manchester) writes: Having read Dr. 


S. Brennan’s case of twin pregnancy (April 18th, p. 826), 
one of which was of a ‘“‘ pancake ”’ type, 1 thought he 
would be interested to know that | saw a case exactly like 
the one he describes at the lying-in hospital to which I am 
attached. It cannot be a very common condition, for 
during the five years I have been attached to the home 
some 1,100 confinements must have taken place, and the 
matron would have notified me of any abnormality like 
that. 
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924 May 2, 1936 LETTERS, NOTES, AND ANSWERS THe Barty 
Income Tax typical of the conditions which then prevailed in Lond 
Replacement of Car delivery in g cand. 
ae 1 it us horror the mother fell 
M. P.’’ bought a car in May, 1931, for £172, and usec She was later found to have been suffering from mation. 
professionally from July, 1932. He sold it in November, small-pox, Without going into further details Bs ipnant 
1935, for £25, and bought another wart for £160. No experiences it is interesting to review the enormous an 
depreciation has been claimed, Five-sixths of the use of made both socially and medically within the professioss 
the car is ‘‘ professional. recollection of one individual. = 
*.* After fourteen months’ use the written-down value = 
of the car on a 20 per cent. depreciation basis would be 7 A Hospital “‘ Shop Window 
£133, and that is the sum to be regarded as the cost of | British Industries House, the buying centre which has been 2 
the car as at the date it was taken over for professional use. established at Marble Arch, London, has an importan, 
As the cost of the new car exceeded that amount the — section, which has just issued its Annual for 193 
replacement claim will be £133 — £25 =) £108, less the Counc 
of this undertaking, writes a foreword, which, with oth 
one-sixth for professional use—that is, £108 — £18, or £90. announcements, is printed in four languages. The sect 
This will affect the income tax assessment for 1936-7 ; we is designed as a centre where prospective buyers can rm 
advise our correspondent to claim ‘‘ depreciation allow- and compare medical, surgical, pharmaceutical, and hospital 
ance ’’ from 1937-8 onwards. equipment, and interview representatives of supplying firms 
without the fatigue of miscellaneous journeys. It is Possible 
Partner becomes Locumtenent also to see the various furnishings assembled in the fom 
‘*Locum ’”’ resigned his partnership as from April Ist, 1935, of complete operating theatres, wards, clinical laboratories 
and during 1935-6 did locumtenent work and post-graduate nurses, quarters, etc. ; and another advantage lies in having 
study, his income being derived from (1) instalments of in the same building other sections of industry, the ¢o. T 
book debt payments from his late partnership, (2) taxed operation of which in hospital and similar purchasing js Cc 
dividends, and (3) locumtenent fees. He has used his desired from time to time. The Annual includes particular ti 
own car when on locumtenent work—for thirteen weeks— of the products of over a hundred firms, and the requisites 1 
receiving one guinea a week plus petrol. listed extend from abdominal Dbelts*“Absorbént_Cotton-wéo), : 
*.” The receipts from the old book debts are not taxable nce pre aprons, actinotherapy equipfient, and adhesive 
in his hands ; they represent accumulations of earnings of plaster right through the alphabet. The Annual is a ver . 
J : useful handbook for the intending purchasers of material si 
previous years, and he has accounted for tax on the income for the hospital, the clinic, or the consulting room 
of those years. He is liable for tax on his locumtenent ; ; fi 
earnings, but can deduct 13/52 of a year’s depreciation Ultra-violet Rays in Pneumonia 
allowance provided he brings in the £13 13s. received for | Dr. C. M. T. Hastincs (Brighton County Borough Mental 8 
using his own car. Apparently he can reclaim the tax Hospital, Haywards Heath) writes: It has been suggested a 
deducted from the dividends. to me that I should publish my results of the use of ultn. ii 
violet ray therapy in six recent pneumonic cases under my 
Appointment : Car Expenses care, each patient having made a successful recovery. In y 
“A. G. A.’’ is employed on a salaried basis. His duties each instance the patient has had an intramuscular injection , 
are mainly at a clinic, but include outside visiting as well. of S.U.P., an injection of 1/100 grain of digitalin every D 
The proportion of professional to private use is 10 to 1. four hours, potassium permanganate cnemata as indicated, t 
He bought a car in December, 1935, for £85. What and three subcutaneous injections, each of 20 oz., of normal d 
rebate can he claim? saline a day. Combined with this the nursing attention 
*,” His income tax liability for 1936-7 is determined by has been splendid. On the second day after the onset o 
: ee Ge the disease each patient has had a minimal exposure toa d 
the amount of his earnings for the year to April 5th, 1936, mercury-vapour lamp, the dosage increasing daily. Ths s 
and he can therefore claim the running expenses of the car effect has been a marked diuresis with an immediate fall 
only for the period from the date of purchase to April 5th, of temperature of generally 2°. The use of the lamp was : 
1936. Depreciation allowance can be claimed on £85 at continued well into convalescence. In one instance the ‘ 
22 per cent.—that is, £19. These deductions will have to temperature fell on the third day, and in all the tempen- 0 
be restricted by one-eleventh to cover private use. We ture had fallen by the seventh day. One was a case of d 
assume that he may sometimes see patients at his (provided) acute mania, who showed a marked nay) improvement a 
residence ; if not, it would seem that the travelling between witha four ar sad = has blishi eer i ~ e 
he residence and the clinic would be a ‘“‘ private’’ use the 
me ] eS stand there is no record of any previous use of the lamp 
of the car. during the height of a pneumonic infection. 
Practice : General Expenses 
‘“C. M.’’ inquires what would be a reasonable proportion Anahaemin I 
of rent to charge where the whole of the ground floor, The British Drug Houses Ltd. (Graham Street, City Road, v 
except for a small kitchen, is used for professional purposes, London, N.1) have issued a pamphlet in_ reference to F 
and similarly as regards car expenses where the use for anahaemin B.D.H., the active haematopoietic principle 
pleasure is very small of liver of Dakin and West. This contains a short : 
*.* Something, of course, depends on the extent of the history of liver therapy from its inception until = 1 
accommodation on other floors ; normally half-and-half is covery of the active principle—anahaemin. iP claim a 
a fair ratio. With regard to the car. 10 per cent ‘ot that the injection of small doses (200 mg. in 2 c.cm.) at f 
be a reasonable amount to exclude for private use. majority of cases of pernicious anaemia : even extreme cases a 
can be treated effectively by three injections of 200 mg. t 
in 2 c.cm. at weekly intervals, followed by the injection f 
LETTERS, NOTES, ETC. of similar, or even smaller, doses at monthly intervals. | 
Corrigendum I 
Fifty Years of General Practice In a note on the neo-hepatex product of Messrs. Evans Sons f 
Dr. Cecirta Gatton (London, N.4) writes: I wonder if any Lescher and Webb Ltd., in the Journal of April 18th t 
of your readers can equal the record of Dr. Mordaunt (p. 798), the statement that their new preparation supet- t 
P. Ladell, who has recently retired after fifty-two unbroken sedes hepatex is inaccurate. Neo-hepatex was introduced P 
years in general practice. He is perhaps the last of the to replace only hepatex I.M. (intramuscular extract), and 
apprentice doctors in England, and some details of his not the other hepatex extracts. 
career—extending through four reigns—may be of interest. t 
He started his medical education as an apprentice to his 
brother, a busy practitioner in a suburb of London. Vacancies ; I 
Reversing the modern process, he then entered the London Notifications of offices vacant in universities, medical colleges, : 
Hospital. Among his teachers were such famous men as and of vacant resident and other appointments at hospitals, 
Hutchinson and Frederick Treves, and while still a student will be found at pages 46, 47, 48, 49, 50, 51, 52, 53, and 56 1 
he acted as secretary to Sir Morell Mackenzie, and was of our advertisement columns, and advertisements as to t 
associated with him for many years. He was a prominent partnerships, assistantships, and locumtenencies at pages 5 
member of the London Hospital Rugby team of 1884. 54 and 55. P . 
As an illustration of the difficulties faced by the young A short summary of vacant posts notified in the advertise: \ 
practitioner of fifty years ago, the following experience is 3 ment columns appears in the Supplement at page 272. 
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